Equitable access to maternity care practices that promote high-value family-centered intrapartum care by Frost, Jordana
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Boston University Theses & Dissertations
2018
Equitable access to maternity care


















EQUITABLE ACCESS TO MATERNITY CARE PRACTICES THAT PROMOTE 
 












B.S., Indiana University, 2001 








Submitted in partial fulfillment of the 
 
requirements for the degree of 
 








































© 2018 by 
 JORDANA FROST 








First Reader   
 Eugene R. Declercq, Ph.D. 
 Assistant Dean of Doctoral Education 
 Professor of Community Health Sciences 
 Boston University, School of Public Health 
 
 Professor of Obstetrics & Gynecology 





Second Reader   
 Lois McCloskey, DrPH 
 Associate Professor of Community Health Sciences 
 Boston University, School of Public Health 
 
 Associate Professor of Pediatrics 





Third Reader   
 Jack A. Clark, Ph.D. 





Fourth Reader   
 Neel Shah, M.D., M.P.P., FACOG 
 Assistant Professor of Obstetrics, Gynecology, and 
Reproductive Biology 










I dedicate this work to Emma and Rowan. May you find clarity of purpose, be true 
to your passions, be fearless in your journey, and do good in this world. 






Profound gratitude to my dissertation committee members and advisors: 
Dr. Gene Declercq, Dr. Lois McCloskey, Dr. Jack Clark, Dr. Neel Shah, and Dr. 
Michael Lu for serving as my invaluable “challenge board.” You advised me to 
choose a topic that I would be passionate about and that would be meaningful to 
the field of maternal and child health. You helped me refine questions and 
methodologies, as well as improve my thought processes, ideas, and writing. 
Gene, thank you for not giving up on me during these long seven years! I had 
“the will”, and with your guidance, encouragement, and support, I also found “the 
way.” To all my professors at BUSPH: thank you for sharing your expertise with 
grace, passion, and incredible teaching abilities. I have learned so much from 
each of you and am grateful for the opportunity to call you mentors.  
I also hold incredible gratitude for those who helped me get to Boston 
University in the first place.  To Angela and the women of ICAN of Central 
Florida. By sharing your own stories of trauma and healing, you not only provided 
me with much needed support after I became a mother, but you also taught me 
about the very profound impact that childbirth can have on the lives of mothers 
and their families. Thanks to you, I learned that traumatic childbirth experiences 
are unfortunately too widespread, yet are also preventable. This realization gave 
rise to my professional mission to become part of the solution and contribute to 
the improvement of maternity care for all mothers and their families. 
 
 vi 
To my professors at USF COPH, and in particular to Dr. Ellen Daley, Dr. 
Rita DeBate, Dr. Russ Kirby, Dr. Charlie Mahan, Dr. Kay Perrin, and Dee Jeffers: 
thank you for serving as my mentors and instilling in me a deep passion for 
public health practice. You were truly invested in my training and afforded me 
incredible opportunities to develop into a well-rounded maternal and child health 
leader. Dr. Robbie Davis-Floyd, thank you for sharing your own story as a 
doctoral student raising a family, encouraging me to pursue this path and to be 
confident that my children would not be worse off for it. You were right and in 
large part thanks to my staunchest companion on this long journey. 
To my husband, Aaron Frost: thank you for being my biggest supporter 
and cheerleader during every twist and turn. I would not have been able to 
conclude this journey successfully without your strong support and 
encouragement not to quit! Thanks to you, it was also that much less painful to 
spend hours, days, and weeks away from the children, while working on my 
doctoral journey. Emma, thank you for asking me: “Mommy, if you can be a 
doctor, does that mean that I can be a doctor too?” It was that question, uttered 
by a bright-eyed three-year old girl at the dinner table that night, that kept me 
going during the many times I was tempted to quit along the way. Rowan, my 
heart would crack a bit every time you would ask me: “Is tomorrow a Boston 
night, Mommy? Nooo!!! Don’t go!!!” But, as you grew older, during these seven 
years, your questions and remarks started being peppered with interest in the 
actual work I was doing to help improve the health of mothers and babies. It 
 
 vii 
meant the world to have you all there in Boston to cheer me on during my 
hooding ceremony! 
To my parents, Amy and Beppe Spadacini: thank you for instilling in me a 
love for education and for planting the seeds of ambition, rooted in a belief that I 
could do and be anything I set my mind to. To my sister Jessica, my Mansfield 
friends, and my Margarita Moms: thank you for the laughter, inspiration, 
encouragement, playdates, writing-dates, arts and crafts gatherings, and for 
being my amazing village so that I could confidently work, study, raise a family, 
deal with unexpected illnesses and big family changes, and maintain my sanity 
all at the same time! To my former and current supervisors and work colleagues: 
you have served as incredible role models of impactful female public health 
leaders. Thank you for sharing your insights, for being mentors and friends, for 
supporting me in this journey, showing me the ropes, celebrating important 
milestones, and reminding me that I could/should cross the finish line and finally 
become Dr. Jordana Frost!    
Profound gratitude to the midwives, physicians, nurses, social workers, 
administrators, and mothers who agreed to share their experiences, thoughts, 
and expertise with me. It is my hope that, thanks to your openness and 
willingness to participate in this study, more families will be able to receive the 
kind of high-quality, high-value, family-centered maternity care they want and 
deserve. And lastly, a grateful acknowledgement of the funding support received 
 
 viii 
from Boston University and the HRSA MCH Epidemiology Doctoral Training 
Fellowship, which greatly facilitated the completion of this work.    
 
 ix 
EQUITABLE ACCESS TO MATERNITY CARE PRACTICES THAT PROMOTE 
 
 HIGH-VALUE FAMILY-CENTERED INTRAPARTUM CARE 
 
JORDANA FROST  
Boston University School of Public Health, 2018 
Major Professor: Eugene R. Declercq, Ph.D., Assistant Dean of Doctoral 
Research, Professor of Community Health Sciences, School of 




Background: Despite large investments in maternity care services, perinatal 
health outcomes in the U.S. are among the worst compared to other 
industrialized countries, with documented perinatal health disparities 
disproportionately impacting racial and ethnic minorities. Midwifery-led 
freestanding birth centers (FSBC) have emerged as an underutilized model for 
the safe and cost-effective care of women with low-risk pregnancies. Despite 
approximately 85% of all US pregnancies being considered low-risk, only 0.5% of 
all US births occurred in a FSBC in 2016. The goal of the study is to elucidate 
strategies used to develop and sustain freestanding birth centers (FSBCs) that 
are seeking to serve high proportions of publicly-insured women and women of 
color. 
Methods: I conducted an embedded unit case study, including semi-structured 
in-depth interviews and focus groups with 49 stakeholders from three exemplary 
FSBCs. Supplemental interviews were led with five key informants from three 
 
 x 
additional FSBCs and a relevant national membership organization. Additional 
data sources used to complete this case study include, where relevant and 
permitted, observations of maternity care settings, patient-provider encounters, 
management meetings, community events, and review of pertinent documents. 
Qualitative analysis methods were used to identify common themes and 
variations. 
Findings: Midwifery-led birth center care can improve the experience and 
outcomes of maternity care among publicly insured women of color. The study 
revealed persistent multi-level challenges, as well as the use of common 
approaches to overcome these organizational, financial, and cultural barriers, 
resulting in greater, yet still fragile, access to family-centered intrapartum care 
within the communities in which these FSBCs operate.  
Conclusions: The careful integration of FSBCs into health systems such as a 
Federally Qualified Health Center (FQHC) may contribute to the broad scale-up 
of this underutilized model of care. While integrating FSBCs into FQHCs may be 
helpful in expanding equitable access to birth center care, it is not necessary, 
and also not sufficient. Expansion efforts should include additional deliberate 
processes and strategies to ensure equitable uptake and sustainability of birth 
center care. 
Key Words: birthing center, childbirth, federally qualified health center, free-
standing, intrapartum, maternity, Medicaid, midwifery, perinatal health disparities, 
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CHAPTER ONE: LITERATURE REVIEW 
Chapter Overview 
The health of mothers and children is widely viewed as an important 
indicator of the health and well-being of a nation. Growing evidence links 
childhood and adult-onset diseases to perinatal health indicators. (1–7)  It is 
therefore of increasing importance for the United States to invest in primary 
prevention strategies and health care system redesign opportunities, to reduce 
the burden of preventable disease and death in our population, beginning with a 
focus on early life, including before, during, and in between pregnancies, without 
overlooking the time around labor and birth (a.k.a. intrapartum care). How 
maternity care is currently delivered in the United States is largely problematic 
due to the overreliance on unnecessary, costly, and often harmful interventions 
that do not contribute to improved outcomes at the population level. 
Understanding productive ways of organizing maternity care with an eye towards 
increasing equitable access to high-quality, high-value, family-centered 
intrapartum care is important and central to this dissertation study. The following 
in-depth literature review serves to provide a contextual background to the study 
and lays the foundation for its significance to the health of the public in the United 
States. 
More specifically, this chapter describes the current state of maternity care 
in the US, highlighting how its highly medicalized character and associated 




Opportunities abound to improve the system of U.S. maternity care in an effort to 
reach the Triple Aim: better care experience, better population health, and lower 
costs. (1) Section 2 describes the concept of quality in maternity care and 
shares key concepts related to the experience of maternity care, specifically 
when it comes to intrapartum care. Section 3 reviews the concept of value in 
maternity care and relevant policies. Unfortunately, great disparities exist when it 
comes to access and utilization of high quality, high value, family-centered 
models of maternity care. Section 4 examines one particular such model: 
midwifery-led freestanding birth center care. This model of care has been shown 
to reduce costs, improve patient care experience, and improve outcomes for 
women with low-risk pregnancies, which make up the majority of US pregnant 
women.(8) Yet only 8.8% of US births were attended by certified nurse midwives 
in 2016 and even less (1.5%) occurred in out-of-hospital birth settings (home or 
freestanding birth center) in 2014.(9,10) Given this study’s focus on publicly 
insured women of color, who have not been the primary users of midwifery-led 
birth center care in the U.S., I briefly introduce, in Section 5, the organizational 
model of Federally Qualified Health Centers (FQHCs). FQHCs are often 
accessed by this population on an outpatient basis during prenatal care. In fact, 
77.5% of mothers who delivered under the care of an FQHC provider in 2016, 
identified as of a racial/ethnic minority. Lastly, this study is concerned with 
elucidating the strategies used to develop and sustain increased equitable 




documented high quality and cost-effectiveness. Section 6 outlines the research 
questions underpinning this study. The development of research questions was 
informed by the following review of the literature regarding the current US 
maternity care system, as well as the broader integration of the freestanding birth 
center model into the larger maternity care system, as a potential disruptive 
innovation that could serve to better meet the complex needs of publicly insured 
women and women of color in the US. Existing gaps in the literature were 
identified as primary areas of inquiry. 
1. Current Status of the U.S. Maternity Care System 
 With nearly 4 million people giving birth each year in the United States of 
America (3,945,875 in 2016), and with 98.5% of these births taking place in the 
hospital setting, childbirth and newborn care comprise a major proportion of 
health care expenditures tied to hospitalizations, accounting for approximately 
10% of all hospital discharges.(9,11,12) Medicaid-paid births accounted for 
approximately 43% of all US births in 2016 (9) According to a recent report 
analyzing the cost of childbirth in the United States, cesarean deliveries and 
preterm births are two major drivers of childbirth-related healthcare expenditures. 
More specifically, cesarean deliveries can cost as much as 50% more than 
vaginal births. Additionally, with 1 in 10 babies being born prematurely (prior to 
37 completed weeks of gestation), preterm birth-related expenses account for as 




long-term health sequelae affecting infants and their families.(7,13)  
With a national cesarean rate of 31.9% in 2016 (compared to 20.7% in 
1996) and the abundant use of obstetrical interventions such as labor induction 
(24.5%) and augmentation (47%), the US maternity care system has become 
highly medicalized, with large variations in practice that are not statistically 
explained by the medical risk profiles of the women being cared for.(9,12,14–18) 
Other hospital-level variables have been documented to have significant 
influences on the level of obstetrical interventions used in intrapartum care. 
These include: organizational culture (14,15,19,20), liability-related factors 
(14,21), norms about involving different types of providers (i.e. midwives, 
residents) (22), individual physician approaches to decision-making and attitudes 
towards childbirth (14,17,23), and facility practices related to early admission and 
labor augmentation practices (15,19–22,24) Similar findings apply to variations in 
practice related to induction of labor and vaginal birth after cesarean (VBAC), 
both of which have a direct association with overall cesarean rates. (25,26)  
Plough, Galvin, Caughey, et al (2016) examined management practices 
across eleven diverse US maternity care hospitals, focusing on the nature of 
decision-making (proactive vs. reactive) across 16 evidence-based management 
factors. They observed significant variation and described management practices 
as arbitrarily composed in as much as 100% of cases at certain institutions. This 
observation was attributed to a lack of effective dissemination and 





In response to a growing body of research documenting the exponential 
increase in medically unnecessary primary cesareans for low-risk pregnant 
women in the United States, and coupled with a recognition that increased 
reliance on medicalized interventions during the intrapartum care period does not 
improve perinatal health outcomes, maternal health care leaders have begun to 
undertake efforts to curb this worrying trend.  A recent report jointly issued by the 
American Congress of Obstetricians and Gynecologists (ACOG) and the Society 
of Maternal-Fetal Medicine (SMFM) states, “Although cesarean delivery can be 
life-saving for the fetus, the mother, or both in certain cases, the rapid increase in 
the rate of cesarean births without evidence of concomitant decreases in 
maternal or neonatal morbidity or mortality raises significant concern that 
cesarean delivery is overused.”(27) It is estimated that even a modest one 
percentage point reduction in cesarean births would save the U.S. healthcare 
system approximately $90 million annually, without compromising health 
outcomes.(13)  
Disparities in Perinatal Health Outcomes 
Despite the large investment in maternity care services, perinatal health 
outcomes in the U.S. are among the worst among industrialized countries. With 
an overall infant mortality rate of 6.1 per 1,000 live births, the United States ranks 
26th among Organisation for Economic Development and Cooperation (OEDC) 




period, preterm birth and low birth weight are the largest precursors to infant 
mortality in our country, disproportionately affecting racial and ethnic minorities 
and women carrying multiples (Figure 1).(7,29)  
 
Figure 1: U.S. preterm and low birthweight births by race/ethnicity, U.S., 2016 (9) 
The causes of premature birth are considered to be multi-level, rooted in 
both clinical and psycho-social conditions (30,31),  and remain largely unknown. 
It is, however, notable to point out that increased risk of preterm birth and low 
birth weight have also been associated with a prior cesarean delivery, as have 
the risks for placental complications, fetal mal-positioning, maternal mortality, 
uterine rupture, perinatal mortality, and stillbirth.(32,33) How labor and birth 
unfold can not only impact health outcomes for the present mother-infant dyad, 
but can also potentially have repercussions on the health of subsequent 

















Preterm birth as a % of all live
births
Low birthweight as a % of all live
births
United States Birth Data (2016)





The United States is also among the very few countries in which maternal 
mortality rates have been increasing in recent years.(34) Between 2003 and 
2013, only eight countries registered increases in maternal mortality rates, with 
the U.S. being among them, ranking 60th among 188 countries.(34–37) The 
primary causes of maternal death in the U.S. include infection, embolism, 
hemorrhage, pre-eclampsia and eclampsia, and cardiomyopathy, with cesarean 
delivery being linked to higher risks of maternal morbidity and mortality, 
compared to vaginal birth.(38,39) The burden is disproportionately high for non-
Hispanic black women, who are nearly four times more likely to die of pregnancy-
related causes, compared to their Non-Hispanic White or Hispanic 
counterparts.(38) Disparities also exist when it comes to the preventability of 
maternal deaths, with one study finding 46% of non-Hispanic black maternal 
deaths deemed potentially preventable, compared to 33% of white maternal 
deaths, with quality of care being cited as a contributing factor to these 
deaths.(40) 
These striking disparities in maternal, newborn, and infant health 
outcomes are of profound importance in the field of maternal and child health, 
where a great quantity of research and practice focuses on populations 
vulnerable to disparate health outcomes and often described as of low socio-
economic status (SES). Socio-economic status is often conceptualized as an 
aggregate of indicators pertaining to an individual’s level of education, 




disproportionately affected by inequities in terms of access to resources, choices, 
agency, and control,(42) which are thought to be interwoven with issues tied to 
historical injustices perpetrated against certain racial and ethnic groups (i.e. 
descendants of African slaves).(43,44)  
Key to the field of maternal and child health is the understanding of the 
Life Course perspective, an explanatory model that seeks to document the 
complex interplay of biological, sociological, and environmental factors that can 
impact a person’s health and wellbeing during critical periods of development, as 
well as cumulatively throughout the life course. It is also a model used to depict 
and explain the disparities encountered by different racial groups, on a 
population level, as they may be exposed to differential levels of protective and 
risk factors throughout their life course and across generations, including the 
chronically traumatizing experience of racism at the internalized, personally-
mediated, and institutionalized levels.(30,45–48)    
Inequities in Maternity Care Experiences 
Disparities by race/ethnicity and insurance status have been described not 
only in the health outcomes literature but in the maternity care experience 
literature as well. The Listening to Mothers III Survey (2013) reported perceived 
experiences of discrimination relating to race/ethnicity, cultural background, 
language, and health insurance status, disproportionately affecting women of 
non-Hispanic black background.(49) Survey participants who were covered by 




knowledge of doulas1, were more likely to be induced, and were less likely to 
have met their birth provider prior to the birth.(49) Nearly two out of five (39%) 
non-Hispanic black respondents and 30% of Hispanic respondents “did not use a 
doula, had a clear understanding of doula care, and would have liked to have 
doula care,” compared to 22% of their non-Hispanic counterparts. Over one-
quarter of Non-Hispanic black women who were planning on having more 
children (26%) indicated they would prefer to have a subsequent home birth, 
compared to only 10% of their Non-Hispanic white counterparts. A similar 
disparity existed based on payer status, with 16% of publicly-funded birthing 
mothers indicating a preference for a subsequent home birth, compared to their 
private-payer counterparts (7%).(49) Refer to Table 1 for more comparisons by 
payer status and Table 2 for more comparisons by race/ethnicity from the 
national surveys Listening to Mothers III: Pregnancy and Birth and Listening to 
Mothers III: New Mothers Speak Out reports which surveyed postpartum 
mothers.(49,51) 
  
                                                                
1 Doulas are non-clinical support people who are specifically trained to provide informational, 
emotional, and physical support to expecting, birthing, and postpartum individuals and their 
families. Research has shown that continuous labor support provided by a person such as a 
doula can contribute to improved perinatal health outcomes, reduced utilization of costly 




Table 1   Variation in postpartum mothers' experiences, by primary payer of maternity 
care.* 
 Medicaid 
or CHIP  
Private 
Insurance  
Did not get prenatal visit as soon as wanted to 22% 13% 
Prenatal provider changed due date 32% 19% 
Took childbirth classes, first–time mothers 52% 67% 
Tried to self-induce 31% 25% 
Health professional attempted induction 46% 37% 
Told at the end of pregnancy baby might be large 35% 28% 
Did not meet birth attendant until birth 37% 28% 
Had never heard of doulas 36% 19% 
Maternity care provider recommended certain amount of 
weight gain 49% 62% 
Intended to exclusively breastfeed 47% 61% 
Exclusive breastfeeding at 1 week 42% 57% 
Feeding child any formula at time of follow-up survey 55% 34% 
Correctly identified American Academy of Pediatrics 
breastfeeding duration recommendation as 12 months or 
more 
33% 47% 
Frequent headaches “major” or “minor” new problem in first 
two months after birth 38% 22% 
Pain did not interfere at all with routine activities in two 
weeks before completing follow up survey 36% 55% 
In first two months after birth, emotional wellbeing interfered 
with ability to care for baby “a great deal” 6% 1% 
Definitely would want to give birth at home in future 
pregnancy (among those who would like to have one or 
more additional child) 
16% 7% 
Very concerned about a serious error or mistake leading to 
injury or harm happening at maternity care provider’s office 
or clinic for prenatal care 
23% 11% 
Very concerned about a serious error or mistake leading to 
injury or harm happening in a hospital for giving birth and 
the early period after birth 
25% 13% 
Very or somewhat concerned about a serious error or 
mistake leading to injury or harm happening at maternity 
care provider’s office or clinic for postpartum care 
42% 28% 
Agrees that “I prefer to rely on my maternity care provider to 
make best decisions for me” 73% 60% 
*all items reported above are statistically significant at p <.01 












Medicaid/other government program primary 
source of payment 38% 63% 64% 
At birth, unmarried with no partner 5% 13% 7% 
Did not use a doula, had a clear understanding 
of doula care, and would have liked to have had 
doula care 
22% 39% 30% 
Always or usually treated poorly in hospital due 
to race, ethnicity, cultural background, or 
language 
3% 10% 7% 
Intended to breastfeed and hospital provided 
formula or water supplements 32% 45% 38% 
Intended to breastfeed and hospital provided 
formula samples or offers 52% 64% 38% 
Mother re-hospitalized since giving birth (among 
those who gave birth nine or more months 
earlier) 
11% 21% 12% 
Definitely would want to give birth at home in the 
future (among those who would like to have 
more children) 
10% 26% 4% 
Definitely would not want to give birth at home in 
the future (among those who would like to have 
more children) 
29% 27% 74% 
Is very concerned about a serious error or 
mistake happening in a hospital for giving birth 
or the early period after birth 
13% 21% 28% 
Agrees strongly that getting more maternity tests 
and treatments is better quality care than getting 
fewer tests and treatments 
18% 37% 22% 
Agrees strongly that was confident she could tell 
maternity care provider about concerns when 
provider did not ask 
56% 62% 36% 
*all items reported above are statistically significant at p <.01 






Non-Hispanic black women are also more likely to experience obstetric 
interventions such as cesarean birth in the case of “failure to progress” and non-
reassuring fetal heart tracings, even after adjusting for several risk factors such 
as maternal age, pre-pregnancy weight, medical complications, parity, education, 
chronic diseases, infant birthweight, and insurance status (Figure 2). (52,53)  
Figure 2: Percent U.S. low-risk* cesarean births by race/ethnicity, 2016 (9) 
*Nulliparous, term, singleton, vertex presentation (NTSV) 
While the causes underlying the disproportionate rate at which black 
women have been offered cesarean section delivery in the cases of “failure to 
progress” and non-reassuring fetal heart tracings are unknown, health services 
researchers have offered a number of theories that should be explored further. 
These include potential differences in women’s willingness or acceptance to 
undergo a cesarean birth when offered, and differential levels of knowledge, self-
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practitioner bias in estimating racial/ethnic groups’ risks for negative birth 
outcomes resulting in a lower threshold for recommending operative delivery and 
ensuring a positive birth outcome; and practitioners’ fear of liability when caring 
for patients’ whose racial/ethnic background is perceived by practitioners as 
being associated with higher medical risks.(53–55) 
Differential intrapartum care data based on socio-demographic status is 
also mirrored in the published antenatal and postpartum care disparities 
literature. Documented examples include disparities in breastfeeding services 
and counseling, as well as perceived discrimination in family planning counseling 
experiences with clinicians. (56–58) 
Inequities in Access to and Utilization of Different Maternity Care Providers and 
Birth Settings 
In addition to social, economic, and health-related challenges, publicly-
insured status has often been associated with inequitable access to a varied 
array of choices when it comes to maternity care options.(59–61) As depicted in 
Figure 3, while 44% of all U.S. hospital births in 2013 were paid for by Medicaid, 
only 19% and 15% of birth center and home births respectively, were publicly-
insured births. Additionally, the vast majority of home births (59%) were self-pay 
births, compared with 34% of birth center births and 4% of hospital births.(62,63) 
In a number of US states, Medicaid-funded maternity care consumers cannot 




Midwives (CPMs), while in other states, low-resource consumers find it 
challenging to gain access to out-of-hospital birth options due to lack of proximity 











 This disparity is partly driven by inconsistencies in provider licensing and 
birth center regulations in different states. Certified Nurse Midwives (CNMs) are 
licensed independent practitioners in all 50 states and territories, and practice 
mostly in hospital settings2, though they attend 54% of all birth center births.(65) 
Public insurance coverage is mandated for CNMs across the country (at 100% of 
physician rates), and private insurance coverage is mandated in most states.(66) 
CPMs, who mostly attend out of hospital births, are licensed and/or regulated in 
only 31 states, and Certified Midwives (CMs) are licensed in only five 
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states.(65,67,68) See Table 3 for more details on the various pathways to 
midwifery practice in the United States.  
Table 3: Pathways to midwifery in the United States of America 









B.S. in Nursing, followed by 
ACME-accredited (Accreditation 
Commission for Midwifery 
Education) master’s level 
education in nursing with 
specialized training in Midwifery 
(MSN). 
RN licensure and 
midwifery certification 
through the American 
Midwifery Certification 
Board (AMBC) 
All 50 states, 





Must hold a graduate level degree 
in a related health discipline and 
complete a 3-year ACME-
accredited midwifery-specific 
education program.  
AMBC certification 
exam 





No degree requirements, with self-
study and apprenticeship as 
primary learning modes, as well as 
completion of a direct-entry 
midwifery educational program 
accredited by the Midwifery 
Education Accreditation Council 
(MEAC). 
Exam through the 
North American 
Registry of Midwives 












Licensing is most often tied to the ability of providers to enter into 
contracts with insurers and therefore limits the ability of publicly insured or 
privately insured low resource mothers to take advantage of maternity care 
options offered by CPMs and CMs.(69) Mothers who can afford to pay for out-of-
pocket fees and upfront costs make up the majority of clients served by out-of-
hospital providers who are unlicensed in their state of residence. 




available birth centers; states with the most restrictive and burdensome 
regulations have the fewest birth centers.(65) The American Association of Birth 
Centers (AABC) has issued a position statement regarding state regulations of 
birth centers in which it outlines model regulation requirements that it deems 
beneficial (vs. those that are not and may be unnecessarily restrictive).(70) 
Regulation elements deemed too restrictive without associated improved safety, 
include written agreements with transfer hospitals and physicians, completing a 
Certificate of Need (CON), and hiring a physician in the capacity of medical 
director. As Alliman (2017) argues: “These components put control of the birth 
center in the hands of groups that can be seen as competitors and threaten the 
existence of birth centers and access to birth center care for women and 
families.”(71) ACOG and SMFM offer an alternative in their joint statement on 
maternity levels of care, recommending that hospitals and birth centers be 
required to engage in collaborative planning for transfer procedures, just like joint 
policies are developed around transfers to higher levels of care when women and 
newborns require more complex care than that provided at the hospital facility 
where they were originally admitted.(27)   
Additionally, where Medicaid coverage does exist for different birthing 
options, due to significantly lower rates and delayed timing of reimbursements, 
compared to private insurers (72), providers may be driven to accept 
considerably fewer Medicaid-insured clients.   As a result, access to alternative 




4,581 Medicaid-funded home births that took place in the US in 2013, 49.4% 
were concentrated in the five states where 32.5% of all US Medicaid-funded 
births occurred (Table 4).  
 






Additionally, in 2013, over two-thirds of the 2,975 publicly-funded birth 
center births occurred in seven states; and almost half (47.6%) were 
concentrated in three US states where only 21.4% of Medicaid births took place. 
(Table 5). 








 N % 
United States 4,581  
Florida 763 16.7% 
New York 482 10.5% 
Washington 469 10.2% 
California 329 7.2% 
Oregon 219 4.8% 
Total 2,262 49.4% 
Source: National Vital Statistics Center 
 N % 
United States 2,975  
Florida 729 24.5% 
Washington 349 11.7% 
Texas 338 11.4% 
California 263 8.8% 
Oregon 125 4.2% 
Tennessee 119 4.0% 
South Carolina 114 3.8% 
Total 1,798 68.5% 




Racial disparities are also documented when it comes to birth setting, with 
45.6% of all US hospital births being identified as belonging to a racial/ethnic 
minority, compared to only 15.7% of birth center births, and 15.7% of all home 
births (Table 6).(63) 
Table 6: Race/ethnicity birth distribution by place of birth, 2013 (9) 
 US Birth Place, 2013 
 Hospital Birth Center Home 
Hispanic 23% 9.1% 7.1% 
Non-Hispanic Black 15% 3.9% 5.6% 
Non-Hispanic Other 7.5% 2.7% 3% 
All Minority Race/ethnicity 45.6% 15.7% 15.7% 
Non-Hispanic White 53.8% 83% 81.9% 
 
Documented disparities in planned out-of-hospital births, types of 
maternity care providers utilized by US mothers, and non-medically indicated 
practice variations, point to disparities in access to maternity care choices and 
maternity care models that minimize iatrogenic risk, improve physical outcomes, 
and elevate women’s subjective experiences during childbirth.(14–16,73–75) 
This inequitable access is often influenced by socio-economic and personal 
factors, such as insurance coverage, reimbursement levels, personal access to 
discretionary funds to cover uninsured expenses (76), personal agency and 
comfort with the role of health care consumer (77–80), as well as contextual 
factors such as the availability and proximity of different maternity care options, 
state public health and insurance regulations affecting maternity care providers 




(81), and cultural understandings of how maternity care should be delivered and 
received.(82–84)   
In conclusion, one could argue that many of the above-mentioned factors 
are essentially an expression of institutionalized racism, as they make up the 
structural fabric of an inequitable healthcare delivery system and effectively 
oppress certain groups and populations by limiting their options.(46,85) This 
complex and inequitable system of care may be a contributing factor to 
disparities in perinatal health outcomes and maternity care patient experiences.  
Furthermore, it is noteworthy to point out the evidence supporting the notion that 
perceived discrimination and treatment throughout the maternity health care 
continuum can become a significant deterrent for meaningful, adequate, and 
continued engagement with the health care system, rendering traditional 
indicators of maternity care adequacy such as timely entry into prenatal care, and 
quantity and frequency of prenatal visits essentially inadequate in capturing true 
quality of care and maternity care experiences of vulnerable populations (86–89). 
The following section more deeply describes the concept of maternity care 
quality and explores maternity care practices that contribute to improved 
outcomes and patient care experiences. 
2. Quality in Maternity Care 
 Quality of maternity care is concerned with ensuring the physiological and 
psycho-social health of mothers, their infants’ birth outcomes, and the long-




as care that is safe, effective, patient-centered, timely, equitable, and 
efficient.(90) Maternity care quality fits into this definition and has been at the 
center of a number of quality improvement efforts at the local, state, and national 
levels. Many of these initiatives have focused on reducing the rate of costly non-
medically indicated interventions, during the intrapartum care episode, that are 
not associated with improved outcomes (e.g. early elective deliveries and primary 
cesarean births). 
 
 In January 2014, the Joint Commission (JC), the national independent 
accrediting organization for hospitals, adopted a new set of core perinatal 
measures as part of their periodic evaluation process.(91) These core measures, 
for which data are publicly reported by hospitals with 1,100 births or more per 
year, include two that are directly related to the goal of improving maternity care 
quality, by decreasing the incidence of non-medically indicated interventions 
during intrapartum care:  
 PC-01. Decreasing early elective deliveries (before 39 weeks), and 
 PC-02. Decreasing cesarean births among low-risk women (nulliparous, 
singleton, vertex presentation) 
 Aligning with the JC measures, healthcare institutions seeking recognition 
from the National Quality Forum (NQF) may also be driven to improve maternity 
care quality and value, guided by the NQF-endorsed standards of perinatal care 




building work completed recently by the NQF Maternity Care Team also focused 
on the elimination of early elective deliveries,  with documented estimates of 
resulting health care savings and improved birth outcomes.(92–94)  
 
 The Leapfrog Group, a national nonprofit organization leading a 
movement for better quality and safety in healthcare, as well as the Centers for 
Medicare and Medicaid Services (CMS),  have also begun to track and report on 
timely and effective maternity care, including elective early deliveries, as a 
strategy to reduce the overuse of non-medically indicated interventions in birth, 
including cesarean deliveries and inductions prior to 39 weeks gestation.(95,96) 
 An initiative of the Council on Patient Safety in Women’s Health Care, the 
Alliance for Innovation on Maternal Health (AIM) was developed in response to 
worrying trends in maternal morbidity and mortality in the United States. AIM is a 
national data-driven initiative that seeks to align national, state, and hospital-level 
quality improvement (QI) efforts to accelerate the implementation of evidence-
based approaches that contribute to improved maternal safety and quality of 
care.(97) Among the safety bundles issued by AIM, two are particularly aligned 
with the topic of this dissertation and support the previously mentioned national 
initiatives:  
 Safe Reduction of Primary Cesarean Birth, and 
 Reduction of Peripartum Racial/Ethnic Disparities 




may have facilitated change in the public positions of some of the major 
professional organizations representing women’s healthcare providers, such as 
the American College of Obstetricians and Gynecologists (ACOG), the Society 
for Maternal-Fetal Medicine (SMFM), the Association of Women’s Health, 
Obstetrical, and Neonatal Nurses, (AWHONN), and the American College of 
Nurse-Midwives (ACNM).(98) Over the past several years each of these 
organizations have issued strong statements and invested in initiatives to 
promote a cultural and practice shift in maternity care, with specific attention to 
safely reducing the rate of interventions during labor and birth.(27,99–104) The 
most recent set of official recommendations were issued by the World Health 
Organization (WHO) in a report entitled, “WHO Recommendations: Intrapartum 
Care for a Positive Childbirth Experience.”  In this report WHO clearly sets forth a 
broad set of goals for high-quality intrapartum care that go beyond “having a 
healthy baby”, highlighting 58 evidence-based guidelines that promote patient-
centered care and assure a positive care experience without unnecessary and 
costly medical interventions. The guidelines elevate the woman’s  innate ability to 
move her body through normal physiologic labor without interference from 
potentially harmful interventions.(105,106)  
Childbirth as a holistic experience 
In many cultures and throughout centuries, the event of childbirth has 
been viewed not just through medical and physiological lenses, but also through 




often referred to as a “rite of passage” for women who, through birth, enter into 
“motherhood”.(107,108) As one noted birth professional remarked, birth is not 
just another day in a woman’s life, it is a “landmark in her personal 
development.”(109) How both baby and mother are born matters. Sociologist 
Barbara Katz Rothman states: "Birth is not only about making babies. Birth is 
about making mothers—strong, competent, capable mothers who trust 
themselves and know their inner strength."(110)  
Social scientists and feminist theorists refer to the deeply visceral 
experience of labor and childbirth as a form of embodiment, in stark contrast to 
the Cartesian paradigm in which mind and body are treated as separate entities 
and the body is seen as a sum of distinct parts.  Such a “whole body” experience, 
these theorists suggest, can best be understood and treated holistically, with 
attention to the emotional mind, the perception of pain, as well as the 
physiological process and outcomes.(111)  Studies exploring women’s subjective 
experiences of birth reflect this multi-dimensional understanding, with the 
following variables being elevated as fundamentally shaping the subjective 
experience of birth: women’s individual characteristics, perceived control, shared 
information and decision making, expectations, prenatal education and 
confidence in preparation, experience of pain, social support, support from 
clinical providers, financial factors, birth environment characteristics, 




Birth has the potential of being a transforming catalyst for a woman: 
magnifying her self-efficacy and confidence, impacting her self-concept and 
ability to transition smoothly into mothering, and strengthening the bond and 
relationship she has with those who supported her.(117) Measures of patient 
experience in maternity care can, therefore, include perceived confidence, 
strength, and resilience resulting from or diminished by healthcare 
interactions.(118)  
The quality of maternity care has the potential to impact women in 
profound ways. Woman- and family-centered maternity care can impact women’s 
physiological health outcomes surrounding pregnancy and delivery in the current 
pregnancy, as well as in future pregnancies by reducing her risk of uterine 
rupture, placental complications, postpartum hemorrhage, and infertility issues, 
among others.(32,33)  It is worth noting that how a birthing person is supported 
and cared for during the intrapartum care episode, can also heavily influence a 
woman’s propensity and desire to productively engage with the health care 
system throughout her life course and that of her children, and to significantly 
influence her sense of dignity and integrity, her mental and emotional well-being, 
and her early parenting and attachment.(119,120)  While quality and safety 
measures in maternity care and MCH epidemiology are often predominantly 
driven by more readily measured medical outcomes of birth(121,122), it is critical 
that public health leaders and maternity care practitioners acknowledge and be 




Maternity care models that implement woman- and family-centered 
practices and align themselves with a more holistic perspective, have the 
potential of ensuring more positive health outcomes impacting the mother-infant 
dyad during intrapartum care, as well as during recovery and beyond.(115) 
Midwifery care in the out-of-hospital birth center setting has been associated with 
positive patient care experiences and satisfaction with childbirth, reduced 
intrapartum care interventions without increased risks, and associated increased 
cost-effectiveness (65). Central to this “high touch” model of care is a 
philosophical orientation towards women, pregnancy, and childbirth that is deeply 
rooted in patient-centered communication and care, is keenly responsive to 
history of trauma (regardless of whether it is disclosed or not), is aware of and 
mindful of the need to mitigate the risk of trauma secondary to childbirth, and 
safeguards the holistic subjective experience of childbirth as a whole body-mind 
experience that is deserving of opportunities for intensive education, care, and 
support during the perinatal continuum.  
This dissertation project is focused on holistic models of maternity care 
that have been designed to increase equitable access for women of color and 
publicly insured patients to midwifery-led freestanding birth centers.   
 
3. Value in Maternity Care 
As described in Section 1 of this Chapter, pregnancy and childbirth-related 




inpatient hospital fees, operative delivery, and neonatal intensive care (NICU) 
stays driving maternity care-related spending.(13,123) It has been noted that 
maternity care-related expenses in the United States are considerably higher 
compared to other high-resource countries and the costs continue to increase, 
with the increased use of intrapartum care interventions such as labor induction 
and cesarean delivery.(123) Comparative international studies examining drivers 
of maternity care expenditures have identified significant variance in several 
different aspects of the maternity care system, including place of birth, size and 
location of maternity care facilities, primary birth attendant type, liability burden, 
payment models.(123)   
 
The Patient Protection and Affordability Act (PPACA) of 2010 (P.L. 111-
148) has focused much of its healthcare redesign efforts around the realignment 
of incentives and payments with health care quality and outcome goals, moving 
from a primarily fee-for-service payment model to an increasingly value-based 
payment model. A value-based payment model seeks to increase health quality 
and outcomes, while reducing cost, by rewarding outcomes achieved through 
exemplary models of care (rather than simply reimbursing on volume through a 
fee-for-service basis).(124) Examples of payment models currently being piloted 
in different settings include bundled payments tied to performance and reduced 
interventions (i.e. global fee for intrapartum care regardless of method of 




payments for evidence-based care models that  improve outcomes (i.e. group 
prenatal care, 17-hydroxyprogesterone for women at risk of a recurrent preterm 
birth) and for models of care that provide wrap-around services aimed at 
mitigating psychosocial risk factors (i.e. peer mentors, community health 
workers).(118,125–128) 
Value in healthcare has been traditionally defined as outcomes divided by 
cost.(129) More recently though, healthcare economists have expanded the 
equation by including patient experience in the numerator.(118) The Patient 
Protection and Affordable Care Act of 2010 (P.L. 111-148) specifically included 
efforts to improve the patient experience as part of its Hospital Value-Based 
Purchasing Program and established the use of the Hospital Consumer 
Assessment of Healthcare Providers and Systems (HCAHPS) Survey in the 
calculation of value-based incentive payments.(130) The HCAHPS, endorsed by 
the National Quality Forum (NQF) since 2005, is a 32-item national standardized 
survey that publicly reports data on patient perspectives regarding care received 
within hospital settings.(130) In addition to demographic data, items included in 
the survey pertain to patient-provider communication, pain management, 
responsiveness of hospital staff, cleanliness and quietness of hospital 
environments, clarity and comprehensiveness of explanations about medicines 
and discharge information, and transition of care.(131)  
 




intended for Medicare-funded patients, quality improvement experts and health 
care administrators are expecting this model of payment to be applied to 
Medicaid and private payer systems in the near future as well, as long as this 
portion of the PPACA survives current and future political threats.(132) In the 
meantime, because HCAHPS surveys capture overall quality of a hospital or 
health system, and because maternity and newborn care comprises 25% of all 
hospital stays, the HCAHPS component of the Medicare Value-Based 
Purchasing Program is inevitably influenced by the experience of maternity care 
patients.(118,133) 
Anticipating value-based reforms in payment structures and requirements, 
and in response to growing policy and institutional pressures, increasing 
numbers of health care institutions delivering maternity and newborn care have 
invested in the creation of interdisciplinary committees focused on improving the 
quality, safety, and value of maternity and newborn care. These efforts have 
created renewed organizational interest and readiness to provide childbearing 
women with greater access to family-centered birth models, resulting in lower 
rates of non-medically indicated costly interventions and greater patient 
satisfaction.(132) 
Out of hospital birth settings have also been part of these exploratory 
efforts aimed at improving the quality and value of US maternity care. Funded 




Medicaid Innovation (CMMI) called Strong Start for Mothers and Newborns.  
Launched in 2012, the purpose of the initiative was to evaluate innovative models 
of maternity care in terms of their ability to reduce perinatal health disparities 
while reducing costs associated with maternity care.(65) One of the three 
innovative models3 studied through this project is the midwifery-led freestanding 
birth center (FSBC) model, which emerged as a promising high quality, high-
value option for the safe and cost-effective care of mothers with low-risk 
pregnancies. Publicly insured women were the focus of the initiative, as their 
complex social needs could be addressed through the FSBC model of care. The 
next section of this chapter discusses the Freestanding Birth Center (FSBC) 
model of care and its potential to significantly contribute to the reduction of 
perinatal health disparities in the US. 
4. Equitable Access to Freestanding Birth Centers: A High Quality, High 
Value, Family-Centered Model of Maternity Care 
While the freestanding birth center (FSBC) model is not new4, it is being 
discussed in this dissertation study as a potential innovative solution to the 
largely inadequate and costly US maternity care system. This study is concerned 
with freestanding birth centers that have specifically focused on expanding 
access to populations that experience inequities in care and health outcomes, 
                                                                
3 The other two models studied were Group Prenatal Care and the Maternity Care Home 





including publicly insured women and women of color.  
The American Association of Birth Centers (AABC) defines a birth center 
as “a health care facility for childbirth where care is provided in the midwifery and 
wellness model. The birth center is freestanding and not a hospital. Birth centers 
are an integrated part of the health care system and are guided by principles of 
prevention, sensitivity, safety, appropriate medical intervention, and cost-
effectiveness. While the practice of midwifery and the support of physiologic birth 
and newborn transition may occur in other settings, this is the exclusive model of 
care in a birth center. The birth center respects and facilitates a woman’s right to 
make informed choices about her health care and her baby’s health care based 
on her values and beliefs. The woman’s family, as she defines it, is welcome to 
participate in the pregnancy, birth, and the postpartum period.”(134)  
The FSBC’s legitimate place within the larger US healthcare system was 
formally recognized for the first time in 1982 when the American Public Health 
Association (APHA) issued guidelines for licensing and regulating FSBCs.(65) It 
was then strongly reaffirmed in 2015 when ACOG and SMFM included FSBCs in 
their consensus statement, “Levels of Maternity Care” which defined the five 
levels of obstetric care that are appropriate for pregnant mothers depending on 
their medical risk and needs.(65) In this document, FSBCs were characterized as 
level 1 maternity care facilities appropriate for the “peripartum care of low-risk 
women with uncomplicated singleton term pregnancies with a vertex presentation 




represent the vast majority of all pregnancies in the United States5.(12) In a level 
1 maternity care facility, such as birth centers, licensed midwives are equipped 
and skilled to support normal physiologic pregnancy and birth within a wellness 
model of care.  Birth center clinicians are also expected to assess and manage 
risk continuously, respond adequately to emergent needs, including, the transfer 
of care to collaborating clinicians and receiving hospital facilities, with whom they 
hold standing agreements and established collaborative procedures. (27)  
Inductions, epidurals, pharmacological augmentation procedures (i.e., Pitocin), 
and surgical deliveries are among the intrapartum care interventions that do not 
normally take place in a FSBC and when deemed necessary, would require a 
transfer to a collaborating hospital. 
Additional maternity related enhanced care services that may occur onsite 
in a FSBC include laboratory services, ultrasound, fetal monitoring, lactation 
services, nutrition services, and perinatal education classes.(65) In a survey of 
48 FSBCs located in 20 US states, it was found that 56% of participating FSBCs 
offered community resources, 42% offered mental health services, and 35% 
offered pediatric services, among other enhanced care services as a vehicle to 
increase the center’s ability to care for the holistic needs of their clients.(135)  
Integral to its identity, the FSBC provides woman- and family-centered 
care during the perinatal care continuum. This type of care is typically 
                                                                
5 Eighty-five percent of all US hospital births could be cared for in a Level 1 Freestanding Birth 




characterized by longer visits coupled with intensive and ongoing education, 
focused on the individual needs of the woman, as well as psychosocial support 
provided by the midwife and/or other onsite staff.(64,136) Family members are 
typically welcome to attend and take part of any portion of the perinatal 
continuum of care if she so desires. FSBCs often do not limit the number of 
visitors who can participate in the care experience. The facilities often have a 
designated room where family members and other visitors can rest or spend 
time, in addition to the birthing room, as well as a kitchen space in which to cook 
and eat as needed.(65) Young children are also able to take part in the care 
experience, as long as there is another adult, other than the mother and birth 
center staff, who can take care of him/her while on the premises.     
Birth center care is safe.(65) The National Birth Center Study II by 
Stapleton, Osborne, and Iluzzi (2013) analyzed prospective data from 15,574 
pregnant women who, at the onset of labor, planned to give birth at one of the 79 
participating FSBCs in 33 states in the US between 2007 and 2010. 
Approximately 4.5% required a preadmission intrapartum transfer to a 
collaborating hospital, for mostly non-emergent reasons such as term rupture of 
membranes without onset of labor (20.4%), fetal malpresentation (9.1%), and 
patient choice (10%).  Twelve percent of mothers who were admitted to the 
FSBC were transferred during the intrapartum care episode (mostly for non-
emergent causes such as prolonged labor or arrest of labor), while 87.6% 




6% (compared to the US cesarean rate of 26.5% for low-risk pregnant 
women),(137) while 93% of women had a spontaneous vaginal birth. Only 2.4% 
of mothers and 2.6% of newborns were transferred to a collaborating hospital 
during the postpartum period, mostly for non-emergent follow-up care. There 
were no maternal deaths observed in this study, and the rate of intrapartum fetal 
mortality was 0.47/1,000, while the neonatal mortality rate was 0.40/1,000. These 
rates are comparable to other studies of women with low-risk pregnancies 
delivering in hospital and out of hospital settings, and are also comparable to a 
similar study conducted nearly 25 years prior, despite the increasing rate of 
interventions occurring in hospital-based settings over the course of that same 
time period. These results speak to the durability and stability of the midwifery-
led birth center model and its safe and effective care across geography and 
time.(8,65,138–140)  
Outcomes of midwifery-led birth center care remain positive when 
studying women of low socio-economic status. In the recent Center for Medicare 
and Medicaid Innovation-supported Strong Start for Mothers and Newborn 
initiative, over 8,300 publicly-insured women received care and over 6,100 births 
occurred in the 46 participating FSBCs between June 2013 and December 
2016.(141) Preliminary evaluation findings (64) indicate that: 
 Strong Start participants across all three types of innovative care 
models (birth centers, group prenatal care, and maternity care 




to other low-income populations. Initial findings indicate that this 
might be related to the more intense and ongoing education and 
support provided to expecting mothers in these models of care. 
 After controlling for demographic characteristics, medical, and 
social risk factors, Strong Start participants who received care in 
FSBCs and in the Group Prenatal Care model were less likely to 
experience a preterm birth, low birthweight, or cesarean delivery, 
compared to those who received care in the Maternity Care Home 
model (Table 7). 
 Given the typically longer duration of a midwifery prenatal care visit 
in the FSBC model of care, participants expressed they had more 
time to get to know and become comfortable with the rotating 
midwives in the practice, compared to those who received care at 
a Maternity Care Home where visits were shorter and provider 
rotation occurred anyways. 
Table 7: Strong Start participant delivery method detail, by model of care and overall 
Method of 
Delivery 
Deliveries by Strong Start Model; % (N) 






All women: Primary Delivery Outcomes 
Vaginal 87% (5,502) 71% (4,585) 68% (11,988) 73% (22,075) 
Cesarean 13% (820) 29% (1,869) 32% (5,562) 27% (8,251) 
Women with previous C-Section: Delivery Outcomes 
Repeat Cesarean 71% (225) 76% (704) 84% (2,530) 81% (3,459) 
VBAC 29% (91) 24% (218) 16% (497) 19% (806) 
Nulliparous women with singleton, term pregnancies (NTS) 
C-Section births 16% (387) 27% (624) 27% (1,374) 24% (2,385) 




Birth center care is also cost-effective. Following the passage of the 
Patient Protection and Affordability Act (PPACA), Medicaid is mandated to 
reimburse both professional fees and facility fees for births in FSBC’s. 
Implementation of this new regulation has not been readily pursued by all 
states.(65) That said, in 2011, the average Medicare facility fee reimbursement 
(after which Medicaid fees are closely mirrored) for an uncomplicated vaginal 
birth at a birth center was $1,907, compared to $3,998 in a hospital. It is 
estimated that the cohort of mothers participating in the National Birth Center 
Study II may have saved the healthcare system approximately $27,245,469 in 
facility fees for uncomplicated vaginal births compared to their hospital-based 
counterparts.(8) Given the significantly lower rate of cesarean births among this 
cohort (6%), compared to the estimated 25% rate for low-risk mothers delivering 
in US hospitals, significant savings were also achieved related to facility fees for 
cesarean deliveries among low-risk pregnant women. In fact, with an average 
Medicare reimbursement facility fee of $4,465 for an uncomplicated cesarean 
birth in a hospital setting, and an estimated 2,934 cesareans averted by this 
group of patients receiving care in a FSBC, rather than a hospital, it is estimated 
that an additional $4,487,524 were saved in facility fees alone.(8) These findings 
confirm earlier health care savings estimates associated with birth center care 
compared to hospital-based maternity care, even when accounting for 




As Stapleton, Osborne, and Iluzzi (2013) point out, care in FSBC’s is both 
safe and cost-effective. Following is a brief review of essential elements and 
concepts specific to FSBC care.  
Midwifery-Led Care 
The vast majority of birth centers (99%) are staffed and led by licensed 
midwives as the primary caregivers.(69) The midwifery model of care has been 
documented in the literature as a cost-effective strategy to improve the quality 
and safety of maternity care in the U.S. and abroad.(123) In fact, in many 
countries, midwifery-led care is the primary model of prenatal care for the 
majority of women who enter the care system with healthy, uncomplicated 
pregnancies.(145) 
In 1996 U.S. professional organizations representing various types of 
midwives reached consensus on an overarching definition of the midwifery model 
of care (Fig. 4). Key tenets of this definition include its “woman-centered” 
approach, which focuses on supporting physiological birth, minimizing the use of 
medical interventions to manage pregnancy and labor and ensuring a holistic 
approach to care with a great focus on individualized education and 
counseling.(146) In a retrospective study analyzing the maternity care 
experiences of approximately 2,400 mothers giving birth between 2011 and 2012 
in the United States revealed that women care for by midwives were more likely 




women felt more comfortable asking questions, discussing their concerns, and 
were less likely to report that their provider used language they did not 
understand.(147)    
Several studies have shown that midwifery-led care for women with low-
risk pregnancies can lead to reduced healthcare expenses, lower intervention 
rates, and no increased risk of adverse outcomes.(148) As a matter of fact, 
women cared for by midwives are generally less likely to experience 
episiotomies, regional analgesia/anesthesia, instrumental birth and more likely to 
experience spontaneous vaginal births and initiate breastfeeding.(148) The risk 
of fetal loss or neonatal death at less than 24 weeks’ gestation appears to also 
be lower for women cared for by a midwife, according to a Cochrane cross-
national review of randomized control trials.(148) According to the same 
Cochrane Review, women who were randomized to midwife-led models of care 
were more likely to experience higher levels of perceived control during labor and 
were significantly more likely to be attended by a known provider during birth 





Figure 4: Definition of “Midwives Model of Care” 
  
Countries which have conducted extensive research on optimal maternity 
care have gone so far as to recommend that all low-risk pregnant women be 
offered midwife-led care in out-of-hospital birth, including home birth.(123,149)  
The United States maternity care system, interestingly, has followed a 
different trajectory over the decades, contributing to the increasing maternity care 
expenditures and levels of intervention. When the majority of births were moved 
from the home setting to the hospital setting in the 1930’s, women began being 
attended by medical physicians rather than midwives and unlike in other 
countries around the world, efforts to encourage collaborative care were not 
implemented in the US.6(120,151) That said, midwifery care continued to be 
                                                                
6 It was also during this shift in place of delivery that many scholars argue another shift occurred 
in the way birth was conceived in the public conscience: from a family-centered social, emotional 
natural life event to be shared by the birthing woman with her family and loved ones in the home 
setting, to a medical pathological event conducted by strangers and following strict protocols, 
safety standardized procedures, and routine medical rituals that often separated the birthing 
 
The Midwives Model of Care includes: 
 Monitoring the physical, psychological, and social well-being of the 
mother throughout the childbearing cycle 
 Providing the mother with individualized education, counseling, and 
prenatal care, continuous hands-on assistance during labor and 
delivery, and postpartum support 
 Minimizing technological interventions 
 Identifying and referring women who require obstetrical attention 
The application of this woman-centered model of care has been proven to 
reduce the incidence of birth injury, trauma, and cesarean section. 




widely supported through the 1960’s in underserved communities where women 
were not able to afford physician-led hospital-based maternity care, or where 
physicians were not widely available (i.e. Indian reservations, rural 
communities).(152)  
While midwives today serve women of all socio-economic backgrounds 
and practice in both hospital-based and out of hospital settings, only 1.5% of all 
US births occurred out of the hospital in 2014 and only 8.8% of all US births were 
attended by Certified Nurse Midwives (CNMs) in 2016.(9,153) These proportions 
have been steadily increasing in recent years, yet many midwifery care utilization 
challenges continue to remain. As described in Section 1 of this chapter, 
contributing to the current low prevalence of midwife-attended births is the fact 
that there remains great variability in regulation, licensing, insurance coverage 
and reimbursement, consumer awareness and demand, and availability of 
midwifery care within and across different states.(73,151,154,155)  
Physical Environment 
Following the consumer-led movement to “bring back” birth into the hands 
of women and their families, and increasing research into mother-baby 
attachment and family-centered care, the U.S. Department of Health and Human 
Services made the recommendation, in 1981, that hospitals “develop operating 
and staffing policies, environment and design of space, and a philosophy of care 
                                                                




that reflects the needs of children and families.”(120) Around the same time, 
more calls were made to increase single-room design for birthing families so that 
women could labor and birth in the same room without having to disrupt the flow 
of their labor to follow a rigid schedule of room allocations and purposes.(120) In 
the following decades more non-evidence-based routine practices that originally 
separated babies from their families in the early postpartum hours and days 
began to be modified to support a more family-centered model of care (pediatric 
examination, measuring of weight and height, infant bathing, and sleeping at 
bedside in the same room as the mother, rather than in the nursery). 
The physical birth environment has been studied as a potential oxytocin-
triggering factor for laboring women, and their care providers, particularly when 
they are in a setting where they feel safe, comfortable, free to move around as 
needed, honored, respected, in control, and able to effectively interact and 
comfortably be with each other.(156–160) In a survey of over 2000 mothers in 
the UK, 9 out of 10 respondents believed that the physical environment can have 
an impact on the perceived ease of labor.(161)  
It has been a long-time practice for birth doulas and, in some cases, 
midwives to manipulate the birth space to increase oxytocin-releasing 
characteristics, such as soft lighting, lowered noise levels, aromatherapy, 
comfortable temperature levels, relaxing music, access to nourishment, and 




The healthcare management literature has identified these design 
elements as contributing to the creation of “customer-focused” healthcare 
environments that could potentially increase an organization’s competitive 
advantage in terms of its ability to attract more patients. (165)  On the other 
hand, the FSBC model has a long tradition of being defined as a “homelike 
facility” where health care providers, most often midwives, provide family-
centered care to healthy pregnant women.(8) This home-like environment is 
integral to the identity of the freestanding birth center model and is intended as 
yet another vehicle to implicitly affirm the normalcy of pregnancy and birth, and to 
leverage those design elements that create a comfortable, safe, and empowering 
non-medicalized environment for the birthing family. 
Comfort Measures during Intrapartum Care 
Because the experience of pain and discomfort during labor is highly 
personal and often variable, it is recommended that care and support be 
individualized and responsive to the unique and changing needs of laboring 
women.(166,167) There are a number of non-pharmacological strategies and 
comfort measures that laboring women and their support figures can employ to 
reduce the burden of pain and discomfort, while still promoting maternal 
movement and positioning that is associated with shorter labors, optimal fetal 
positioning and descent, and reduced use of costly intrapartum interventions 
such as operative birth. Maternity care practices and providers can contribute to 




laboring women. These include non-pharmacological tools such as:  
 birthing tubs and showers to be used for hydrotherapy;  
 large round birthing balls to support a variety of labor-promoting positions 
and opportunities for subtle comforting repetitive movements;  
 peanut balls for women confined to the bed because of analgesic epidural 
or other causes, but still desiring to shorten labor time and promote baby’s 
descent and optimal fetal positioning by mechanically modifying the 
mother’s position and creating a larger pelvic outlet;   
 squatting bars and laboring beds with squatting bar attachments to 
promote the use of more vertical second stage positions for women who 
prefer to deliver their babies while squatting or in a modified squat 
position; 
 continuous labor support provided by a trained person such as a doula or 
registered nurse, who can assist the laboring woman and her support 
person(s) with counter-pressure, hip squeezes, soothing touch, coaching 
with breathing and visualization, focus and distraction, hot and cold 
compresses, acupressure, relaxation, emotional and informational 
support. 
When pharmacological methods of pain management are desired, 
woman-centered maternity care practices are able to offer an array of 
pharmacological solutions that vary in degree of intensity, effectiveness, duration, 




women and their families to be aware of pharmacological alternatives, other than 
the mostly utilized epidural analgesia that tends to impair a woman’s ability to 
remain mobile during labor.(168) These alternative options include self-
administered nitrous oxide (inhaled analgesia), IV-administered narcotic 
analgesics, and local analgesics.(167)       
In addition to having and promoting the use of non-pharmacological 
comfort tools available in the birth setting, family-centered practices that support 
physiologic birth and promote high value intrapartum care will also promote an 
organizational culture that “values, promotes, and supports spontaneous onset 
and progress of labor and vaginal birth, and understands the risk of current and 
future pregnancies cesarean births without medical indication.” (169,170) These 
practices often utilize prenatal care encounters to “optimize patient and family 
engagement in education, informed consent, and shared decision making about 
normal healthy labor and birth throughout the maternity care cycle.”(169,170) 
Providers and institutions supporting physiologic birth, will typically employ 
organizational policies that aim to reduce the use of non-medically indicated 
inductions and early deliveries; encourage the use of intermittent fetal monitoring 
(vs. continuous fetal monitoring); promote non-pharmacological methods to 
promote natural labor progress (vs. drug-induced labor augmentation); and 
encourage providers to implement the latest evidence-based care standards, 




nourishment, delay admission until active labor is established, and encouraging 
continuous labor support by a trained doula.(169,171)    
 Providers within FSBC’s engage with and prepare the pregnant woman 
and her family throughout the antenatal period, to ensure that she is fully 
informed and empowered with the tools she needs to feel confident, supported, 
and cared for as labor unfolds. Common approaches to managing labor and 
discomfort while in the birth center setting, include access to hydration and 
nourishment, movement and positioning, hydrotherapy, emotional support, 
healing touch, manipulation of the birth environment, and access to continuous 
labor support provided by clinical staff and/or doulas. Additionally, while epidural 
analgesia is not available in a freestanding birth center, laboring mothers may 
have access to other pharmacological methods of pain relief (i.e. nitrous oxide 
and/or IV narcotic analgesics). 
 In the Listening to Mothers III study cohort referenced earlier on, the vast 
majority of birthing mothers received some form of pharmacological pain relief 
method (83%).(172) Of these, 67% received spinal epidural analgesia. The 
prospects of an unmedicated birth in a FSBC, coupled with lower awareness 
about alternative pain relief methods available in FSBCs, may be a barrier to 




Access to and Utilization of Freestanding Birth Center Care in the United States 
The number of FSBCs in the US has increased significantly in recent 
years, going from 195 in 2010 to 344 in 2017.(69) The American Association of 
Birth Centers (AABC) credits a number of reasons for this growth, including a 
widely consumer-driven concern about the current over-medicalized state of the 
US maternity care system, fueled by increased public awareness and access to 
resources and information (i.e., documentaries such as The Business of Being 
Born and social media). System changes have also potentially influenced this 
growth in birth center care availability. These include the mandate in the Patient 
Protection and Affordability Care Act (PPACA) for Medicaid to reimburse the 
facility fee for birth center care, increased exposure to birth center care in the 
educational curriculum at the largest nurse-midwifery program in the country 
(Frontier Nursing University), and increased public recognition by professional 
organizations such as ACOG and SMFM.(69)   
That said, midwifery-led FSBC care continues to be a largely untapped 
solution for the rising costs associated with a highly medicalized maternity care 
system in the United States, with only 0.5% of all US births occurring in a FSBC 
in 2016 (more than doubled from 0.23% in 2004).(65) System challenges to 
sustainability and scale-up of birth center care include differential licensing and 
regulations across different states, as well as inadequate reimbursements of 
service charges. “Fair and timely reimbursement” is of particular importance for 




not typically have the opportunity to easily increase productivity volume, generate 
additional revenue through ancillary services and grant funding, or shift 
costs.(8,69) 
Given the inadequate state of the current US maternity care system, 
public health practitioners and health care leaders should seek to expand access 
to and utilization of midwifery-led birth center care in an effort to improve 
outcomes, enhance patient care experience, and reduce maternity health care 
costs.  While FSBC care is generally underutilized in the U.S., marked disparities 
also exist in terms of utilization rates among publicly-insured women and women 
of color. In fact, only 26% of 15,574 births included in a prospective study of 79 
participating birth centers across 33 states between 2007 and 2010 were to 
Medicaid-covered women and only 17% were to women of color.(8) Given these 
documented disparities in demographic characteristics of mothers utilizing and 
benefiting from midwifery-led birth center care, it will be particularly important in 
coming years, to ensure that expansion efforts include deliberate processes 
focused on equitable increase in access to birth center care. This will ensure that 
mothers, who traditionally experience higher burdens of adverse outcomes and 
poor quality of care, can gain access to high quality, high value, family-centered 
maternity care. These efforts may require innovative solutions and approaches 
and should be of interest to health care administrators and public health leaders 
charged with improving maternity care outcomes, reducing perinatal health 




potential innovative approach could be the integration of FSBCs into Federally 
Qualified Health Centers (FQHCs) where large proportions of publicly-insured 
women of color in the U.S. currently receive prenatal care. As of this writing, only 
5 out of 344 known FSBCs in the US, are integrated within an FQHC structure. 
The following section briefly reviews the current status of FQHCs in the United 
States.  
5. Federally Qualified Health Centers (FQHCs) 
The approximately 1,400 Federally Qualified Health Centers (FQHCs) 
presently in operation across the US receive sizable, yet declining, funding from 
the US federal government and are committed to providing safe, high-quality, 
culturally appropriate care to patients regardless of their ability to pay, effectively 
becoming an integral part of the local safety net across all US states and 
territories.(173,174)  
FQHCs typically serve high proportions of publicly insured and uninsured 
patients. For example, in 2010 38% of FQHC patients nationally were uninsured, 
whereas 93% of FQHC patients were below 200% of the federal poverty 
level.(175) It is estimated that 1 in 12 residents (more than 26 million people) 
receive care in one of the 11,000 FQHCs sites operating nationwide, including 1 
in 6 living in rural areas, 1 in 3 living in poverty, and 1 in 10 children. Of these 
patients, approximately 2.7 million live in publicly-funded housing, while nearly 




under the care of an FQHC provider in 2016, self-identified as of minority 
race/ethnicity.(177) Utilization of FQHC has increased by 152%  between 2001 
(10.3 mil patients) and 2016 (25.9 mil patients), becoming the primary medical 
home for a sizable part of the US population.(176)  
Community health centers have been recognized for being “laboratories of 
innovation”, crafting place-based solutions that aptly link public health and 
medical care to deliver exceptional outcomes.(173) A national study found that 
FQHC patients received better or equal care compared to those receiving care 
from private healthcare organizations.(178) With an increased orientation in the 
US healthcare system towards highly coordinated value-based care, FQHC are 
well positioned to take on a major role in meeting the increasing demand for 
primary care and preventive services within communities across the country. 
That said, declining federal funding and increasing financial pressures in the 
healthcare business, are requiring community health centers to transform their 
business models from being mostly “mission-heavy and profit-light”, to a more 
balanced approach that marries mission and solid financial stability, often 
requiring profit-oriented organizational restructuring, and the redesigning of 
operational processes and workflows, all while continuing to breed innovation 
and quality of care.(173)     
Among the 344 FSBCs currently in operation across the U.S., only 5 are 




FQHC, making this a very novel organizational structure for birth centers and an 
equally novel model of high-quality, high-value maternity care for the 
approximately 1,400 FQHCs currently in operation in the U.S. As described 
below and in Chapter 2, this study sought to elucidate the strategies used by 
exemplary FSBCs that have expanded equitable access to publicly insured 
patients and women of color (WOC). As such, the study included, in large part, a 
focus on FSBCs that have in fact chosen to be integrated into FQHCs.   
 
6. Study Questions  
The purpose of the project was to identify and study freestanding birth 
centers that expand access to family-centered intrapartum care to publicly-
insured women and of color (WOC). More precisely, the study aimed to answer 
the following questions: 
1. How do freestanding birth centers (FSBC) diversify their patient population 
to serve higher rates of publicly insured patients and women of color? 
2. What are key factors that influence the sustainability of freestanding birth 
centers that serve higher than average proportions of publicly-insured 
patients and women of color? 
3. What strategies do freestanding birth centers use to overcome 
organizational, financial, political, and cultural barriers to expanding 




4. How do publicly-insured women of color make the choice to utilize 
freestanding birth centers that have sought to reach out to them and what 
are their experiences with them?  
By studying strategies utilized by exemplary FSBCs that sought to expand 
equitable access to publicly insured patients and WOC, this dissertation study 
contributes to the healthcare services body of knowledge related to family-
centered intrapartum care.  Additional details on the chosen research 
methodology, study design, its underlying propositions, and the sampling 





CHAPTER TWO: RESEARCH DESIGN AND METHODS 
Chapter Overview 
The goal of the study is to elucidate practices and strategies used to 
develop and sustain freestanding birth centers (FSBCs), as perceived by 
administrators, healthcare providers, and other participants affiliated with a 
selected sample of FSBCs that seek to expand equitable access to this model of 
maternity care. Characterizing the practices and strategies participants engaged 
in, and their reasons for doing so, called for a qualitative method, such as in-
depth interviews, focus groups, and observations.(179)  
The present study employed qualitative methods as part of an embedded 
unit single-case study design, to identify and study a number of variations (also 
referred to as “sites”) within the overarching case of FSBCs that seek to expand 
access to WOC and publicly insured patients. This approach allowed to draw 
comparisons across sites for the purpose of identifying commonalities and 
potential policy and practice implications for practitioners and public health 
leaders as they evaluate, plan, and implement innovative maternity care 
practices, including the use of midwifery-led freestanding birth centers.(180,181)  
This chapter describes the methodological approach utilized for this study. 
Section 1 describes case study methodology as it applies to this study. Section 
2 identifies the case study propositions. In case study research, study 
propositions serve the purpose of elevating concepts to be examined during the 




used to sample units of analysis in this research case study. Section 4 outlines 
data sources, as well as data collection and management procedures utilized for 
this study. Section 5 discusses data analysis and interpretation. Section 6 
addresses the measures used to increase reliability and validity of the study; and 
finally, Section 7 describes the procedures undertaken to protect human 
subjects participating in the study. 
1. The Case Study Research Methodology 
For the purposes of this dissertation, I used an “embedded unit single-
case study” design.(181)  Case study research is a form of social science 
research that allows for rich exploration of behavioral events and relationships as 
they are inextricably embedded in their real-world context. (181)  Scholars have 
taken diverse approaches to defining the nature of a case study. For example 
Schramm illustrates the concept as follows: “the essence of a case study, the 
central tendency among all types of case study, is that it tries to illuminate the 
decision or set of decisions: why they were taken, how they were implemented, 
and with what result”(182).  Other scholars have broadened the definition to 
include the study of organizations, processes, communities, individuals”(181). In 
the field of medical clinical education there is a rich tradition of using case reports 
to describe a patient’s illness progression and experience of care.(183) Crowe et 
al (2011) expand the use of case study methodology within the health services 
research field to include the “conceptually-related case study approach” that can 




of new organizational policies or the development of new services or programs. 
Central to the understanding of case study research methodology is its ability to 
describe its complex object/subject of interest in-depth and within its natural 
“real-life context”.(180,183). 
Researchers can elect to conduct a single case study or a multiple case 
study, depending on the nature of the research question(s) and the underpinning 
theoretical propositions.(181) 
Single case studies are appropriate under several circumstances. Yin 
describes five circumstances in which a single case study would be deemed 
appropriate, namely when the chosen case was to be either critical, unusual, 
common, revelatory, or longitudinal.(181) The researcher might select a critical 
case when the case at hand is deemed to be critical to the researcher’s theory. 
This theory should be clearly defined at the onset of the study along with a set of 
defined theoretical propositions and conditions under which these are believed to 
be true. The critical case then serves the purpose of supporting or challenging 
the researcher’s theoretical propositions.(181) Case study researchers can also 
select a case for its ability to exemplify a common phenomenon, set of 
circumstances, or conditions (common case). A third rationale for a single-case 
study is when the researcher has the ability to study a case that was previously 
inaccessible to social science researchers and therefore can serve as a 




researcher is studying the same single case at different points in time, effectively 
engaging in a longitudinal case study. Lastly, a fifth acceptable rationale for 
selecting a single-case study design is when a chosen case exemplifies an 
unusual case that deviates from the norm or everyday circumstances.  
For the purposes of this dissertation study, I chose to focus my efforts on 
studying FSBC’s that seek to expand access to publicly insured women and 
women of color, given that the norm for birth center care in the US, is 
predominantly characterized by a privately insured white patient population. 
Based on this rationale, I developed the project as a single-case study, where the 
case (unusual case) is defined as “freestanding birth centers that expand 
equitable access to publicly insured women and women of color.”  
Notably, researchers can also choose to analyze a number of “embedded 
units of analysis” within a single-case study, while conducting an embedded 
single-case study, with the purpose of exploring differences and similarities 
between “within-case” variations. (180,181) The case study methodology is 
intended to provide readers with a holistic understanding of the chosen case and 
its units, presenting an in-depth description and analysis of a number of different 
perspectives, including the political, financial, organizational, and cultural context 
in which the case, and its units, are situated and operate.(180)  The ability to 
capture this richness of perspectives is a strength of this methodology. 




be explored through the use of multiple sources of evidence, that once 
triangulated, can allow the researcher to either support or discredit a set of 
predefined propositions that are used to guide the data analysis and 
interpretation.(181)  
Using a case study methodology for this study, has provided the 
foundation to identify and share concrete organizational lessons learned 
regarding approaches to expanding access to midwifery-led birth center care for 
women of all races/ethnicities and lower SES populations, so that other 
institutions interested in these practices may gain greater insights into the 
complex organizational challenges and possible solutions to developing and 
sustaining such models.  
 
2. Study Propositions  
The present study examined freestanding birth centers that seek to serve 
higher proportions of publicly insured patients and women of color (WOC), 
compared to the average FSBC in the US. By analyzing the organizational, 
financial, and cultural factors related to the establishment and sustainability of 
these FSBCs, as well as mothers’ decision-making concerning choice of such 
care, the study revealed persistent multi-level challenges, as well as the use of 
common approaches to overcome these barriers, resulting in greater, yet still 
fragile, access to family-centered birth within the communities in which these 




In case study research methodology, researchers are encouraged to 
develop a set of propositions to help guide their inquiry process.(181) These 
propositions describe more specific factors, issues, and concepts that the 
researcher should examine in order to comprehensively answer his/her research 
questions. The propositions for this dissertation study are the following: 
Proposition 1: Being embedded in a Federally Qualified Health Center (FQHC) 
may contribute to FSBCs’ ability to expand equitable access to populations that 
do not typically utilize FSBCs.7 
Proposition 2: Being embedded in a Federally Qualified Health Center (FQHC) 
likely contributes to FSBCs’ ability to more seamlessly provide wrap-around 
services to address the complex needs of publicly insured patients and women of 
color. 
Proposition 3: Other key organizational and policy factors may influence the 
FSBC’s ability to expand access to underserved populations (i.e. leadership 
support, staffing model, staff composition and culture, marketing and promotion, 
billing and payment contracts, risk management, as well as external forces such 
as legislation, licensing and accreditation, community partners, and cultural 
perceptions of midwifery and out-of-hospital birth). (184–187) 
Proposition 4: Midwifery and birth center care may enhance the childbirth 
experiences of populations that disproportionately report negative health care 
                                                                
7 Federally Qualified Health Centers typically serve high proportions of publicly insured and 
uninsured patients. For example, in 2010 38% of FQHC patients nationally were uninsured, 




experiences and discrimination in maternity care settings. In particular, midwifery 
and birth center care can provide underserved childbearing women and their 
families with holistic wrap-around support, increased opportunities for informed 
decision making and childbirth preparation, and access to continuous physical, 
informational, and emotional supports throughout the perinatal 
continuum(184,188,189) 
Proposition 5: Publicly-insured women of color might choose to seek midwifery-
led birth center care for a variety of reasons. External factors might be powerful 
sources of influence in their decision making processes. 
Figure 5 below, summarizes the relationship between the study research 


































Figure 5: Relationship between study research questions and propositions 
QUESTIONS 
Q1: How can FSBCs diversify their client base? 
Q2: What factors impact sustainability of 
FSBCs serving diverse clients? 
Q3: What strategies do FSBCs use to 
overcome barriers to sustainable expansion of 
equitable access? 
P1: FQHC-integration may help expand access 
to FSBCs 
Q4: How do publicly-insured women of color 
(WOC) make the choice to utilize freestanding 
birth centers and what are their experiences 
with them? 
P2: FQHC-integration may enable FSBCs to 
better serve complex needs 
P3 –Other policy and organizational factors 
may influence FSBCs ability to expand 
equitable access 
P4: Midwifery and birth center care may 
enhance the birth experiences of publicly 
insured WOC   
P5: Publicly-insured WOC choose FSBC for 






3. Sampling  
While the study had some built-in degree of flexibility to accommodate the 
iterative process of discovery leading to snowball sampling opportunities, two 
sites (Site 1 and Site 2) were purposely selected for initial study based on 
available grey and peer-reviewed literature, as well as initial informational 
interviews conducted with health care providers and leaders in the field. Site 1 
(located in a large urban center in the Midwest, serving 55% WOC and 64% 
Medicaid-covered mothers) and Site 2 (located in a large urban center on the 
East Coast, serving >90% WOC and 75% Medicaid-insured women) emerged as 
presently operating freestanding birth centers that purposefully set out to 
primarily care for low income women and women of color, expanding these 
women’s choices to include high value, high quality, midwifery-led, out-of-hospital 
intrapartum care in an environment where maternity care choices were scarce.  
Site 1 was highlighted by HRSA as a notable example of innovative 
maternity care model aimed at improving birth outcomes for underserved 
populations. Interestingly, this FSBC was an integrated part of a larger Federally 
Qualified Health Center (FQHC), which is an unusual arrangement among 
freestanding birth centers in the US. According to the American Association of 
Birth Centers (AABC) there are only 5 FQHC-operated birth centers in the US, 
out of the estimated total number of FSBCs (N=307) in the country (personal 




design phase, I developed a proposition that being a part of the larger FQHC 
would allow birth center midwives to better address the complex needs of 
patients, through facilitated access to enhanced wrap-around care and services, 
compared to an independently owned FSBC (see Proposition 2 in Section 3 of 
this Chapter). For this reason, Site 1 was chosen as a unit of analysis for this 
embedded single-case study. 
Site 2 was selected as another unit of analysis. Of interest from the onset 
of study sampling, was the fact that Site 2 had, on one hand, a revered 
documented history that placed it as a highly regarded pioneer in midwifery and 
birth center care, receiving extensive public recognition from the local 
community, as well as on the national level by a number of federal programs and 
organizations interested in reducing perinatal health disparities. On the other 
hand, it had also experienced circumstances that were significant enough to lead 
to a temporary interruption of births. These circumstances coincided with a 
change in leadership and organizational structure that led to it being acquired by 
an FQHC. The study of Site 2, therefore, was to serve as an opportunity to 
understand its remarkable and complex history as the key informants 
remembered it, but also as an example of a faltering freestanding birth center 
that was able to regroup and identify strategies needed in order to reinstate its 
out-of-hospital intrapartum care services and revitalize the high-value high-quality 
care its patient population once eagerly sought and received. I hypothesized, as 




FQHC may have contributed to its renewed viability. 
I conducted Initial informational screening interviews with administrators 
from each of the two potential sites to evaluate them against the following 
inclusion criteria, which were met in both instances: 
 Proportion of patients who are publicly insured is higher than the 
proportion of publicly insured patients who deliver at freestanding 
birth centers nationally (26%) 
 Proportion of patients who identify as racial/ethnic minority is higher 
than the proportion of patients of color who delivery at freestanding 
birth centers nationally (17%) 
 Site is implementing 3 or more strategies that contribute to high 
value, high quality, family-centered intrapartum care (i.e. group 
prenatal care, doula support, midwifery care) 
 Site is administered by a Federally Qualified Health Center (FQHC) 
As Crowe et al. (2011) explain, case study research methodology in health 
care organizations requires a critical condition to be met in order for the selected 
case sites to be appropriate: access. Selected sites must be “not only interesting, 
but also hospitable to the inquiry” as they will need to actively facilitate the 
researcher’s access to the environment, its actors, and processes.(183) 




1), I chose to seek additional data from sites external to the study (as originally 
developed), in an effort to elucidate points of ambiguity regarding the 
propositions set forth at the beginning of the study, to confirm or disprove 
emerging explanations, as well as test specific rival explanations arising from the 
first phase of the study. An adaptive approach towards study design is common 
in case study research methodology and is often times expected as a normal part 
of the course.(181)  
 A third in-depth case study site (Site 3 – An independent nonprofit FSBC 
in an urban center in the Northeast US) was selected, through snowball 
sampling, in the second phase of the study. While the proportion of publicly 
insured patients and patients who identify as of a minority race/ethnicity is not 
higher than the average of such patients delivering at birth centers nationally, this 
site stood out among peers at the first two sites, as a notable example of 
financially stable independent practice (not operated by an FQHC) that is taking 
deliberate actions to increase utilization of its services by publicly insured women 
and women of color. Site 3, along with brief informational interviews with 
administrators from three additional sites (Sites 4-6) located in the Southwest, 
West Coast, and Southeast US, and with a founding member of a national 
professional organization representing freestanding birth centers in the US, 
served the purpose of clarifying and further contextualizing preliminary findings 




4. Data Sources, Collection, and Management 
To study each selected site, I conducted semi-structured qualitative in-
depth interviews and/or focus groups with diverse stakeholders, including health 
care providers, administrators, consumers, community partners, and other 
relevant key informants. Approximately 41 hours of audio material were collected 
over the course of the project, with 7 out of 49 key informants participating in one 
of the two focus groups held at one site,8 and the remaining 42 key informants 
                                                                
8 In addition to one-on-one interviews, two focus groups were held at Site 2 during the clinic’s 
lunch break. The site management identified focus groups as a more preferable method, for 
logistical purposes, to minimize the burden posed on these selected participants’ schedules and 
the clinic’s overall operations.  
CONTEXT: Standard Maternity Care in the U.S. 
CASE: FSBCs seeking to increase utilization among  
publicly insured women of color 
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FQHC                                                                                            Independent 
Practice 
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Site 4  
Ph. 2 Sub-unit: 
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Ph. 2 Sub-unit: 
Site 6 




being interviewed one-on-one. Of the 49 participants, 12 were recent postpartum 
patients and 5 were former patients who also served as current staff members. 
Additional data sources included, where relevant and permitted, direct 
observations of maternity care settings, patient-provider encounters, 
management meetings, community events, and the collection and review of 
relevant documents (i.e. intake and discharge packets, job descriptions, news 
clippings, employee handbooks). These ancillary data sources served to provide 
additional case facts and contextual understanding of each site. As 
recommended in qualitative data research methodology, I also took field notes 
and composed memos throughout the duration of the study.(190–192)  All sites 
varied in the degree to which they were ready to share data and access to 
participants. Therefore, each site study presented opportunities for a slightly 
different combination of data sources that ultimately resulted in a comprehensive 
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Interview guides used for the three in-depth site studies were informed by 
theory constructs from the health services research and health care systems 
fields, as well as available relevant literature and advice from committee 
members.  
“Administrators” were defined as individuals who are charged with the 
management and administration of staffing-related decisions (i.e. recruitment, 
hiring, training, development, and scheduling), as well as the development of 
safety protocols, organizational structures and policies, billing and payment 
contracts, information technology and other organizational resources. The 
primary topic areas explored with administrators include: organizational mission 
and culture; current and past structure and policies; quality improvement 
changes made in recent years; strengths, weaknesses, opportunities, and threats 
of the current model of care; strategies to support sustainability.  
“Healthcare providers” were defined as individuals who are charged with 
the provision of clinical maternity care to childbearing women (i.e. obstetricians, 
midwives, nurse practitioners, registered nurses, family physicians). Semi-
structured in-depth interviews were conducted at a time and location most 
convenient to them, and were paired, when permitted, with direct observations of 
providers in their natural working environments.  The primary topic areas 




practices affecting clinical care provision and patient population served; personal 
attitudes and beliefs regarding maternity care models, family-centered birth, and 
their role in the system of care; personal attitudes and beliefs regarding the 
patient mix served by their FSBC; perceived strengths of the maternity care 
model in which they practice, and perceived opportunities for improvement. 
 To better understand how publicly-insured women of color choose to seek 
care at midwifery-led birth centers and what their experiences are like, 
postpartum patients were also interviewed. To be eligible to participate in the 
study, consumers had to meet the following inclusion criteria: 
 18 years of age or older; and 
 self-identified as of minority race; and 
 had given birth within the last 12 months; and 
 were publicly insured or uninsured during prenatal care, and  
 were under the care of providers affiliated with one of the studied sites 
The purposive sample (n=12) of English-speaking consumers was 
obtained through the distribution of recruitment materials to potentially eligible 
women, by local partner agencies and FSBC staff. Dissemination of recruitment 
materials was also carried out, where applicable, through relevant online social 
media channels (i.e. local Facebook pages and groups). Upon conclusion of the 
interview, each consumer received a $20 gift card as a sign of gratitude for her 




topics explored  with postpartum patients include: the decision-making process 
used when choosing their maternity care provider; the expectations and priorities 
about pregnancy, birth, and maternity care experience held prior to engaging 
their maternity care provider; the subjective experience of the maternity care 
continuum (prenatal, intrapartum, and postpartum); the concordance/discordance 
of the actual maternity care experience with the previously held expectations and 
priorities; the cognitive process involved with reconciling the two.  
Finally, other key informants were also interviewed where relevant and 
possible, in order to further understand case facts and context. For example, for 
Site 2, the founder who is no longer an administrator at the site, was interviewed 
a number of times to better understand the historical perspective and initial 
challenges and successes encountered by the FSBC when it was still an 
independent nonprofit practice and before it became an FQHC. Lastly, shorter 
more focused supplemental interviews were conducted with key informants from 
three additional FSBC sites (located in the Northwestern US, Southwestern US 
and Southeastern US), as well as with a key informant affiliated with the national 
membership organization that represents freestanding birth centers in the US 
(American Association of Birth Centers, AABC). These supplemental interviews, 
in addition to brief demographic participant questionnaires, informal site 
observations and document reviews, were conducted to further triangulate initial 




All interviews were digitally recorded and professionally transcribed by a 
third party service (Verbal Ink). Electronic audio, visual, and textual data related 
to this study were maintained in a secure (password-protected) folder stored on 
Dropbox.com, accessible only by the PI and major faculty advisor. Precautions 
were taken to maintain the respondents’ anonymity and privacy by assigning 
numerical codes to each participant’s data files and by ensuring that their identity 
is not revealed in dissemination materials. Additionally, measures have been 
taken to protect the confidentiality of the organizations that served as study sites. 
To the best of my ability and in accordance with the study protocol submitted to 
and approved by Boston University Medical Campus (BUMC) Institutional 
Review Board (IRB), no personally identifying information will connect the 
participants to their responses, or the project as a whole. 
Figure 7 below summarizes the study design, highlighting the relationship 
between the research questions, the corresponding propositions, and the chosen 
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5. Data Analysis and Interpretation 
Following an initial reading for overall understanding of the data, I began a 
thematic analysis of the data. I adopted a continuous coding approach, which 
allowed the identification of opportunities for question refinement and possible 
areas for probing during upcoming interviews, while the data collection was still 
taking place. As part of this iterative process, I began with a deductive approach 
to data analysis and developed an a priori codebook, while continuing to refine 
the codebook, through an inductive approach and constant comparison process, 
as common themes continued to emerge.(179,193)  At the completion of the first 
phase of coding, I engaged in a second wave of thematic analysis to further 
analyze emerging broad categorical themes (pattern coding) and to display 
findings in connection to the research questions and propositions through the 
development of matrices and concept maps.(190) To analyze the data, I used 
QSR NVivo, a widely utilized Computer Assisted Qualitative Data Analysis 
Software (CAQDAS). 
The analysis process undertaken allowed me to identify research gaps 
that could be addressed in Phase 2 by pursuing a third in-depth study of a 
“contrast site” as well as additional supplemental interviews tied to specific 
emerging concepts. For example, given initial variations in findings originating 
from key informant interviews at the first two study sites, I found that in order to 
more reliably examine Propositions 1 and 2 related to FQHC-status, I would have 




patient population, had been financially viable for a number of years, and had 
chosen not to pursue FQHC status.  
Additional supplemental interviews were deemed necessary as part of the 
same process, rooted in what is generally referred to as theoretical sampling: 
“seeking and collecting pertinent data to elaborate and refine categories in an 
emerging theory.” (179,193,194) Another example of supplemental interviews 
conducted as a result of theoretical sampling include additional interviews with 
administrators from two additional FQHC-owned birth centers that were not 
originally selected for the study, but that were deemed as potentially useful in 
providing additional explanatory data relevant to Propositions 1 and 2. One of 
these sites, while clearly an FQHC-administered FSBC, is serving a primarily 
privately insured white patient population, which was useful in terms of 
challenging the proposition developed at the onset of the study and served to 
further clarify and support some of the initial findings from Phase 1 data 
collection and analysis. 
The interpretation and reporting of the data collected on each site began 
with a description of the basic components and contextual elements of each 
FSBC studied.9(195) This includes an organizational description of the site, with 
a chronological understanding of organizational events, aggregate care outcome 
trends, managerial and organizational data, macro-level factors influencing the 
                                                                
9 Listening to the audio files multiple times helped refresh my intimate understanding of the case 




model of care and associated challenges. Strategies used to overcome common 
barriers to equitable access, as well as findings from the postpartum patient 
interviews were addressed in the reporting of the cross-unit analysis (Chapter 4).  
 
6. Strategies to ensure study validity and reliability 
Reliability and validity strategies help establish the trustworthiness of data 
and interpretations, as well as the potential transferability of findings to other 
comparable settings.(196) Hammersley defines reliability of qualitative data as 
“the degree of consistency with which instances are assigned to the same 
category by different observers or by the same observer on different 
occasions.”(197) 
Digitally recording interviews as they occurred, and having them 
transcribed professionally, were two of the measures taken to increase 
authenticity of the data and the reliability of data collection and analysis. For the 
purposes of this project, validity was defined in terms of how the findings and 
inferences drawn from the data accurately reflect the experiences and 
perspectives of the research participants.(196) To this end, I employed “member 
checks”, by sharing preliminary analysis results with study participants to ensure 
that the findings accurately portray the reality as perceived by the participants 
themselves.(196) The use of triangulation of multiple data sources, intrinsic to the 
case study methodology, also served as a mechanism for establishing 




confirmation of themes across multiple sources and types of data.(196) 
The primary faculty advisor and dissertation committee members, as part 
of the research team assumed an advisory capacity, challenged potentially 
unclear or underdeveloped areas of the research project during its initial 
development, as well as throughout each subsequent stage. Their contributions 
significantly enhanced the rigor of the study.  
7. Human Subjects Protection 
The study is concerned with topics that are not of a particularly sensitive 
nature (i.e. primarily organizational behavior and policies, and to a smaller 
degree, consumer decision-making processes), and was designed in a way that 
minimizes risk for the organizations and individuals partaking in the research.  
The Boston University Medical Campus (BUMC) Institutional Review Board (IRB) 
determined that the study qualified for Exempt Status. A simple and user-friendly 
informed consent procedure was implemented. Data were secured and reported 
in a fashion that sought to maintain the subjects’ anonymity and integrity. As 
explained in Data Sources, Collection, and Management  section of this 
proposal, all data related to this study were maintained in a secure (password-
protected) computer folder where only the study staff (PI and major faculty 
advisor) were be able to import data and access information.  I maintained the 
respondents’ anonymity and privacy by not soliciting names during the digitally 




confidentiality of the participating organizations, this report will identify the sites 
by describing their overarching characteristics and general geographical location, 
without disclosing the exact location or name of the facilities (i.e. nonprofit 





CHAPTER THREE - CASE STUDIES IN EQUITABLE ACCESS TO FAMILY-
CENTERED BIRTH: FREESTANDING BIRTH CENTERS (FSBC)  
Chapter Overview  
In this chapter, the basic case background and context for the three 
primary sites are presented. Each featured section lays out a “thick description” 
for each of the three sites studied for the project, as follows: 
Site 1: a FSBC located in an urban center in the Midwest United States, 
Site 2: a FSBC located in an urban center on the East Coast, and  
Site 3: a FSBC located in an urban center in the Northeast United States.  
Included in each site’s description, are an overview of the center’s development, 
as well as challenges and strengths as perceived by key informants and 
observed by the researcher.  Findings from the cross-site analysis and 
interpretation will be described in Chapter 4.  
Findings presented in the following chapters stem primarily from the key 
informant interviews I conducted with a total of 49 individuals. These include 
health care providers, administrators, postpartum clients, as well as other 
community partners. Interviews ranged in duration from approximately 30 
minutes to 2 hours. Participants whose interviews cumulatively lasted several 
hours, were interviewed multiple times over the course of several days. All 
participating key informants identified as female. The vast majority of key 
informants (59%) identified as belonging to a racial minority (Black, Multi-Racial, 




informants were 36 years of age or older. Table 11 below identifies demographic 
characteristics by site.  
Table 11: Demographic characteristics of key informants 









Age N % N % N % N % 
18-25 2 14% 4 20% 1 7% 7 14% 
26-35 6 43% 5 25% 4 27% 15 31% 
36-45 3 21% 9 45% 6 40% 18 37% 
46+ 3 21% 2 10% 4 27% 9 18% 
Ethnicity         
Hispanic 3 21% 3 15% 1 7% 7 14% 
Non-Hispanic 11 79% 17 85% 14 93% 42 86% 
Race         
Black  5 36% 11 55% 5 33% 21 43% 
White  8 57% 4 20% 8 53% 20 41% 
Multi-Racial 0 0% 2 10% 2 13% 4 8% 
Other  1 7% 3 15% 0 0% 4 8% 
 
1. Site 1: FSBC in Urban Center in Midwestern State 
 Co-located in one of twelve sites of a local Federally Qualified Health 
Center (FQHC) on the edges of a large urban city in the Midwest, this 
Freestanding Birth Center (FSBC) draws patients from all of the organization's 
ten priority city neighborhoods and five suburban target communities. 
Additionally, a recent caseload analysis (registrations between January 1, 2016 
and September 30, 2017) identified patients traveling from as many as 48 other 
townships and 28 additional city neighborhoods. Being one of only two available 
FSBCs in the state, it is no surprise that interest in the birth center is far reaching, 




As with other FSBCs, women are welcome to plan to give birth at this birth 
center if they meet obstetrical requirements that define their pregnancies as low-
risk. These include a singleton baby (vs. multiples), with a non-smoking mother, 
who presents without any poorly managed health conditions or adverse 
obstetrical history, as well as, for this particular birth center, no prior cesarean 
deliveries. Additionally, in order to continue being eligible to deliver at this birth 
center, a baby must present in a vertex position (head down) and labor must 
begin between 37 and 42 weeks of gestation. Any mother seeking birth center 
care after 32 weeks gestation is assessed on a case-by-case for appropriateness 
and eligibility.  
Low income women and women of racial and ethnic minorities, 
nationwide,  have traditionally had lower birth center utilization rates compared to 
those of privately insured white counterparts, to some extent due to increased 
barriers to access such as, among others, lack of  proximity, lack of 
transportation, delayed entry into prenatal care, lack of insurance coverage 
and/or high out-of-pocket fees, lack of familiarity and/or acceptance of midwifery 
care and of out of hospital birth by them and/or their support network. This FSBC 
was selected for study inclusion as an example of FSBC that expands access to 
and utilization of birth center care for publicly insured women and women of 





Table 12 Demographic characteristics of maternity care clients at Site 1 (Registrations for 
January 1, 2016 and September 30, 2017*) 
 Site 1 (Registrations 
for Fiscal Year 201*) 
Comparative Data  
(AABC Birth 
Center Study)(8) 
Race/Ethnicity   
Non-Hispanic White 45% 83% 
Non-Hispanic Black 29% 4% 
Hispanic 25% 10% 
Other 1% 3% 
Insurance   
Commercial  34%** 54% 
Medicaid  64% 26% 
Uninsured 1% 14% 
**The rate during the first year of operations was 14% 
 
Since its opening in October 2014, the birth center has steadily increased 
its volume year over year, reaching a most recent total of 419 birth center 
registrations and 213 birth center admissions since opening (Table 13). Despite 
its increases, the birth center patient volume continues to be under budgeted 
targets10, challenging its fiscal viability and sustainability.  







Fiscal Year 15 (Beginning October 2014) 94 45 
Fiscal Year 16 (Full year) 168 80 
Fiscal Year 17 (Full year) 157 88 
Total (Through June 30, 2017) 419 213 
 
                                                                
10 The birth center leadership had been given a monthly goal of 10 births. At the time of data 




The development of the center 
The brainchild of two experienced midwives (one CNM and one CPM) with 
community-based health center and out-of-hospital homebirth experience, this 
birth center was long-awaited and resulted from more than 30 years of advocacy 
at the state level, led in large part by a respected health policy research group 
whose membership includes consumers, researchers, administrators, midwives, 
and physicians.11 The culminating opportunity that finally tipped the scale in 2007 
was a convergence of favorable coincidences that included the hiring, on the part 
of the FQHC, of a midwife whose spouse was working as a legislative staffer to a 
state legislator. With greater access to the inside workings of the state 
legislature, the policy research group in partnership with this newfound ally, were 
able to garner the support necessary to pave the way for meaningful system 
changes that would help expand equitable access to out-of-hospital maternity 
care choices in the state.  
As stated in the state’s authorizing legislative bill, its purpose was to 
increase access to innovative models of care delivered in licensed alternative 
health care settings: “The General Assembly finds that many consumers have 
limited access to needed health care. Other consumers have limited health care 
choices. Consumers of health care also experience high out-of-pocket costs for 
                                                                
11 The first iteration of the state’s legislative framework that would eventually lead to the 
authorization of FSBCs in the state was passed in 1992. It was generally concerned with 
“alternative” care delivery sites (a.k.a. ambulatory health care sites). FSBC-specific amendments 




health care, and the State as a whole experiences high aggregate health care 
costs. The General Assembly also finds that the provision of high quality 
services, regardless of setting, for care is of overriding importance. Currently, 
there is insufficient data and information on the efficacy of alternative models of 
health care delivery. New and innovative solutions must be found to correct these 
problems. This Act is intended to foster those innovations through the 
development of demonstration projects to license and study alternative health 
care delivery systems. Furthermore, these demonstration projects shall be 
developed in an orderly manner and regulated by the Department of Public 
Health.”  In addition to covering birth centers, the bill also included other potential 
high-quality high-value out-of-hospital care settings, including: community-based 
children’s health care centers, community-based residential rehab centers, post-
surgical recovery care, Alzheimer’s disease management centers, and sub-acute 
care centers. The demonstration project for birth center care specifically allowed 
up to 10 freestanding birth centers to be licensed by the Department of Health as 
an alternative health care facility. 
 With favorable legislation in place presenting the option to establish a 
licensed freestanding birth center, the midwives now had to obtain strong buy-in 
and support from the leadership at the Federally Qualified Health Center under 
which they were already running a thriving midwifery service with established 
admitting privileges at the local collaborating hospital. The founding midwives 




force in gaining the buy-in needed from leadership, coupled with the 
organization's penchant for innovative programs (i.e. having urban MCH family 
medicine practice program teaching physicians how to perform cesareans, an 
urban farm at one of the sites, cutting edge behavioral health program) and the 
founding midwives' focused efforts to educate key colleagues on the expected 
benefits of becoming a leading agent in expanding access to out-of-hospital birth 
care for women with low-risk pregnancies: 
” It just seemed like we should be the people to do this. Because we had the 
experience doing an out of hospital birth; there's not many people here in (the 
state) – you've either done home birth, but not in a community health setting. 
Like, individual practitioners do home births here, but not in the context of an 
FQHC, and not targeting low income women. So, it seemed like a brilliant idea, 
and then we bought this building. I think we're open five years, which would have 
meant that we bought it about a year before that. And the stars aligned, because 
we got a federal recovery grant to renovate the whole thing. 
So when that happened, (co-founder) and I really lobbied strongly for them to 
leave room for a birth center back here. Which actually is a pretty big leap of faith 
from my boss, because at that point the rules and regs weren't even written. 
Which came to hit us in the butt, because of course some of the rules and regs 






“So anyhow, it was a big leap of faith for our organization, and we did some 
presentations for administrative staff; we did for the medical directors to kind of 
explain what a birth center is. Actually that (documentary) film, you've seen that 
one right? That really actually was very – it moved a number of the medical 
directors to thinking, like, ‘Oh yeah we should be doing this’ […] But it (the 
documentary) shows low income women, you know, it kind of shows the beauty 
of birth centers and what they are. I mean, one of the medical directors said, ‘I 
really didn't think this was a good idea until I saw that film.’ So it was pretty 
persuasive, because I think they're all physicians and they all do OB so they just 
think you should have it in a hospital. Like, ‘Why would you ever not?’ But so we 
plodded along and then we actually got it open on – it was – it's just like having a 
kid, if I had known how much work it was and how stressful it would have been, 
I'm not sure I would have done it. But luckily you don't know those things till you 
get in the middle of them." – Key Informant, Site 1 
 
A year and a half after the rules and regulations were completed by the 
state, the FQHC submitted the Certificate of Need (CON), which required the 
staff to undergo an intensive process of estimating the dimensions and cost 
(within a 7% margin) of every single room, piece of furniture, and equipment to 
be used in the birth center. Upon approval of the CON and once the licensure 





"So you can see how important it was for us to have a hospital team, since 
we had a whole year where we could have been open, but couldn't be open […] 
This was something new for the state, so they needed to catch up. It could have 
been a private birth center and gone out of business, but we already had a 
business, in a sense."  - Key Informant, Site 1 
 
Figure 8: Timeline from legislation to opening of Site 1 
 
The policy research group that was instrumental in advancing legislative 
policies that paved the way for the establishment of FSBCs in this state, 
continues to be involved in chaperoning the implementation of the five-year 
demonstration project established by the alternative health care delivery bill that 
was passed in the state. Through regular meetings, this groups facilitates 
collaboration and sharing between the two currently existing birth centers in the 
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state and prospective new sites. It also organizes workgroup efforts focused on 
topics prioritized by the group, in decreasing order of perceived importance and 
urgency, as follows: billing and reimbursements, evaluation study, DPH rules and 
regulations12, establishing a local chapter of AABC (American Association of 
Birth Centers), staffing, and outreach to interested parties (including prospective 
patients and collaborating organizations).  
Challenges identified by key informants and/or observed by the researcher 
“As the first birth center in the state and the only one in (City), the birth 
center lacked a strong network of peers. This has placed the site in the position 
to pave the way for others, rather than being led through the process.” (document 
provided by Site 1) 
 Another challenge related to being a pioneer and an associated lack of 
mentorship opportunities, is the fact that this was just one of a few existing 
FQHC-owned FSBCs in the country and AABC was not equipped to provide 
subject matter expertise and support. Being a pioneer in a new field has several 
drawbacks. Below are some of the challenges, as identified by the organization 
itself in written documents shared with me, as well as emerging from key 
informant interviews conducted with birth center staff. 
                                                                




Billing and Reimbursement 
“Freestanding birth centers are a new location of care in this state, not 
only for local residents, but also for insurance companies covering the state's 
patient population. This new model of care required each insurer to create its 
own workflow, system capabilities, contract, and/or payment plan for birth center 
patients.” (document shared by Site 1) Thanks to the legislation that ushered the 
establishment of this FSBC, Medicaid is required to cover birth center care with 
no out-of-pocket costs for the patient, and in fact the site has contracts with five 
of the seven Medicaid HMOs in the state. That said, the facility fee received from 
Medicaid is characterized by birth center staff as being low ($1875) compared to 
the facility fee charged to appropriately cover operating costs ($3,000). One key 
informant shared her frustration over the inadequate investment in midwifery-led 
birth center care, while at the same time advocating for a broader scale 
integration of FSBCs into FQHCs nationally, as a vehicle for improving outcomes 
and reducing healthcare costs tied to maternity care in the U.S.: 
“[…] the amount of money they saved from – saved by C-sections that weren't 
done, preterm births that didn't happen, was larger than the whole organization's 
budget for a year. But the thing is, you don't get reimbursed on services you don't 
give. You get reimbursed on services you do give. So our country pays for C-
sections and all this intensive care, but doesn't put the money into preventing 
'em. And I'm hoping that that's starting to come around, and I hope I live long 




promoting birth centers in FQHCs. FQHCs are a safety net. That's where the 
Medicaid population is getting their care. Fifty percent of Medicaid dollars go for 
obstetrical maternity care.”- Key Informant, Site 1 
Obstetrical risk requirements are not the only traits that need to be 
assessed and monitored in anticipation of a client desiring to give birth at the 
birth center. While the PPACA mandated Medicaid coverage for birth center 
care, other insurance companies may still not include FSBC’s as in-network 
providers. (64) As the administrative staff learned over time, due to the 
unexpected influx of privately insured patients seeking to deliver at this FQHC-
run birth center, it is critical for patients to be screened early on for insurance 
coverage as well, and to share the estimated financial patient responsibility with 
enough advance notice.13 This procedure allows uninsured or privately-insured 
clients to carefully assess their ability to meet this responsibility and to evaluate 
their options in case of expected hardship (i.e. payment plans, alternative 
locations). Publicly-insured patients, on the other hand, are not expected to pay 
any out-of-pocket costs associated with the care received at this birth center. 
Site 1 ran against an unexpected reimbursement issue. After a long delay, 
partly caused by the lack of direct oversight of billing and reimbursement 
                                                                
13 One key informant at this site shared that “We recently started asking for more gap exceptions” 
in those cases in which FSBC care was not considered in-network for a private insurance plan 
and a patient desired a birth center birth. A network gap exception is a waiver that insurance 
companies can grant consumers in order to bridge gaps in their network of contracted care 
providers and sites of service. When granted a gap exception, a client can utilize the services of 




activities, which were instead handled by the FQHC’s finance department, birth 
center managers realized that the birth center was being reimbursed the 
professional fees ($3,477), but not being reimbursed the facility fee ($ 3,000) 
they were charging to commercial insurers.  When investigating the issue, they 
realized that some commercial insurers had been reluctant to contract for 
intrapartum care services that were taking place in an ambulatory setting 
(FQHC), rather than an inpatient facility such as a hospital. The added challenge 
for this particular birth center was the fact that, being administered by an 
outpatient ambulatory facility (FQHC) not accustomed to having to bill and expect 
reimbursements for inpatient services, the organization did not initially identify 
this contractual gap in a timely manner, delaying reimbursements, and putting a 
financial strain on the birth center component of the organization. Additionally, 
according to a key informant, the private insurance contracts have been handled 
and negotiated by the primary referral hospital where the midwives have 
admitting privileges, rather than independently by the FQHC. There seems to 
have been an oversight on the part of the hospital, which did not amend the 
contractual agreements for the FQHC, to adequately reflect the inpatient services 
offered by the birth center operated by the FQHC. 
This issue with commercial insurance reimbursements has also tampered, 
to some degree, the birth center’s readiness to broadly advertise its services: 
“And social media, I think, you know, is a big thing. I mean, we have a website; 




definitely identified as a weakness, but it's also a problem because we still don't 
have the commercial insurance figured out. And so it's getting closer, but when 
you advertise like that, and then people come and you have to say, ‘Oh by the 
way you have commercial insurance, and really they're not gonna pay us.’ […] 
So it's a little weird to advertise widely and then have to turn away, or kind of get 
in a tussle with all these people; that's a challenge.” – Key Informant, Site 1 
Staffing Model 
“Out-of-hospital birth requires a clinical team that is specifically trained in 
low-risk obstetrics and newborn care.” (Document provided by Site 1)  
The state’s authorizing bill, outlines the staffing requirements as follows: 
“An obstetrician, family practitioner, or certified nurse midwife shall attend each 
woman in labor from the time of admission through birth and throughout the 
immediate postpartum period. Attendance may be delegated only to another 
physician or certified nurse midwife. Additionally, a second staff person shall also 
be present at each birth who is licensed or certified in the state in a health-related 
field under the supervision of the physician or certified nurse midwife in 
attendance, has specialized training in labor and delivery techniques and care of 
newborns, and receives planned and ongoing training as needed to perform 
assigned duties effectively.” 
While exceeding the stated requirements, this birth center provides an 




by two certified nurse midwives plus a third staff member14, often the certified 
professional midwife, who also serves as the center's Operations Director.15 
When she is not available, the third staff member can be another staff person 
such as a certified nurse midwife from the hospital team or a student midwife16. 
The first nurse midwife assesses the patient and remains with her throughout the 
duration of labor, delivery, and the early postpartum period. The second nurse 
midwife is called to come in once labor onset is confirmed and the client is 
admitted, while the third midwife is usually called in once active labor intensifies 
(usually around 7cm dilation or, at the very latest, once the second stage17 of 
labor begins). Birth center patients remain in the center for 6-12 hours 
postpartum, during which time a clinical staff person continues to remain with the 
mother-baby dyad to ensure they are stable, nourished18, and prepared to return 
home. During this time, birth center staff is responsible for clinical, as well as 
administrative and minimal housekeeping duties. A key informant for this site 
shared that the average length of stay postpartum is approximately 8 hours, 
which is generally longer than the average stay nationally. The duration of the 
stay is not only influenced by clinical assessments, but also by the amount of 
                                                                
14 Per state regulations, one CNM assisted by a second staff member with health-related training 
and licensing would be sufficient (i.e. RN). 
15 A key informant explained that the third staff member, while not required by state regulations 
and not generally used by other freestanding birth centers, is being utilized within this model of 
care to more adequately care for a patient population that often has less support and higher risk.  
16 Student midwives are usually unpaid at this site. 
17 Second stage of labor is when the mother has completed the cervical dilation process, baby is 
optimally engaged in the pelvis, and the mother begins pushing her baby out.  
18 It is common for the birth center staff to serve mom a nutritious breakfast in bed after she 





social supports the mother and baby are going back to. It is therefore common 
for mothers who lack a strong system of support to stay at the birth center for a 
longer period of time after the birth.19 The psychosocial needs of the patient 
population served, has an impact on the staffing model, time, and resources 
employed to adequately transition the new family back into their home.   
A certified nurse midwife generally conducts a home visit within the first 
24-36 hours after birth to check on the mother-baby dyad, conduct additional 
screenings, and provide lactation support. The mother-baby dyad is also 
encouraged to schedule a postpartum visit within the first 3-4 days, as well as the 
traditional 6-week postpartum visit, both of which occur in the clinic. The 
midwives collaborate closely with the newborn's provider and with the lactation 
consultant on staff to ensure that breastfeeding is well supported and occurring 
as desired.  
While it is an appealing and effective model, it has been challenging due 
to patient volume being below break-even targets20, coupled with the strains 
originating from the billing and incomplete reimbursement issues discussed 
earlier, as well as a demanding call schedule which requires each team of 
                                                                
19 Whereas at Site 2, clients whose in-home support system is not deemed to be strong enough 
to compensate for their shorter 4-hour postpartum stay, are normally encouraged to choose a 
birth center midwife-attended hospital birth. Rarely do clients remain longer than 4 hours 
postpartum at Site 2.  
20 The birth center has been given a goal of 10 births per month. At the time of data collection, the 
birth center was instead averaging 6 births month. Antepartum and intrapartum care transfers 
impact the reimbursement levels due to the birth center not receiving the facility fee when a 
transfer is required and a birth occurs in the hospital. In these cases, the birth center would 




midwives to be on call for two weeks at a time, with the third midwife being 
continuously on call for all births, unless a prior engagement or paid time off is 
scheduled in advance. While this model contributes to a lower overhead cost, it 
may increase the risk of staff burnout, especially on the part of the staff member 
who is continuously on-call as the third birth attendant. 
In some cases, when multiple holidays fall on the on-call schedule for the 
same midwifery team, it is up to the midwives themselves to negotiate with the 
other team(s) to switch call schedule, so that holidays can be more equitably 
distributed. The birth center does not generally rely on “registry” staff (a.k.a. “per 
diem”) to cover holidays or vacations, as they tend to require an hourly wage 
regardless of whether they are attending a birth or not. This is different for 
hospital-based registry staff, because they will actually work during their entire 
scheduled shift due to the busy patient volume in the hospital labor and delivery 
unit.  
Staff Recruitment and Retention 
Being the first freestanding birth center in the state, it was challenging to 
recruit midwifery staff willing to work in the birth center. A key informant cited a 
number of reasons, including lack of training in out of hospital birth. In other 
states, she explained, it is common to find birth centers staffed by a combination 
of Certified Nurse Midwives (CNMs) and Certified Professional Midwives (CPMs), 




births, complementing the CNMs clinical nursing background. And while nurse 
midwives are generally supportive of birth center care, their training and 
experience does not consistently include out-of-hospital birth settings, 
contributing to lower levels of self-efficacy and comfort in pursuing birth center 
care employment opportunities. The strategy used to counteract this initial barrier 
was to pair up more experienced nurse midwives with new graduate nurse 
midwives, and for them to work together as a steady team, with its inherent built-
in mentoring structure, to support the development of the newer midwives’ 
confidence and self-efficacy. These teams would consistently be on the same on-
call schedule and would attend births together each time.  
The “matching” of midwives in a team was implemented very strategically 
from a skills- and personality-matching perspective as well. As a key informant 
charged with staff recruitment explained, the hospital midwives need to be very 
similar in approaches and skills to ensure a seamless transition between shifts 
(from the patient’s perspective). Hospital midwives are also embedded in a labor 
and delivery unit with other support staff on site (i.e. nurses, phlebotomists, 
speakers of other languages). On the other hand, the birth center midwifery 
teams need to be very balanced and representative of all skills and approaches 
so that clients can receive clinically well-rounded care, as well as emotional 




“In a birth center team, you’re everybody. You’re the whole unit. So you have to 
make sure all your skills are represented.” - Key Informant, Site 1 
 Lifestyle was also mentioned as a barrier to staff recruitment, and 
specifically the on-call structure, that is different from the schedule of a hospital-
based nurse midwife. Hospital on-call shifts are generally shorter and more 
predictable (i.e. 24 hours) and are spent in the hospital caring for any laboring 
patient admitted during that shift. A birth center midwife at this site, on the other 
hand, could be on call for a week or two at a time, would not be at the birth 
center during that time, but would need to be ready to leave for a birth at a 
moment’s notice any time, day or night, regardless of family obligations, personal 
commitments, or childcare needs, for example. During the on call period, birth 
center midwives also conduct home visits and provide in-home clinical 
assessments and support during the early postpartum period. As one key 
informant shared, most clients are willing to welcome the midwives for the home 
visit, though it is possible that some women may feel reluctant and elect not to 
pursue a birth center birth once they find out that the birth center care package 
includes a home visit: 
“[…] we only have ever had one patient who had reported domestic violence and 
really went back and forth about the birth center and then ultimately decided not 
to be at the birth center. And I think some of that was based on the fact that she 




who said her neighborhood was too dangerous and she'd prefer if we didn't come 
so she came to us. And we respected that, but we go to all the, I mean the 
neighborhoods we serve and sometimes they're not the safest so, but that, you 
know to her own comfort. We don't want to make her feel embarrassed or 
anything like that. But most women are fine with it, yeah and it's really 
enlightening.” – Key Informant, Site 1 
 
As far as desirable qualities in a midwife, key informants charged with 
recruitment and management of clinical staff mentioned two particular traits: grit 
and an entrepreneurial spirit. Grit, emotional and physical, was referenced to in 
regards to the demanding work schedule, the nature of the clients’ complex lives, 
as well as the midwifery team’s need to be able to “be everything that is needed 
at the birth.”  
“You have to like working with this population, which some people don't. I mean, 
there are – I mean, they're much more challenging medically and socially. Like, 
there can be – you know, there are sometimes psych issues; sometimes there's 
– we had a woman who was doing hospice for her mom while she was pregnant. 
You know – […] Very challenging. Homeless, very few resources sometimes, 
again, not all of them by any means, but it is a more challenging population. So 
one, you have to like what everybody describes as ‘underserved medicine’. You 
have to want to be here. [...] And, I don't know, I look for people that are gonna 




jump in and help. And it's nothing you can do about it; you've got two births here; 
somebody's gotta come over and help, or finish clinic. Or you've got four people 
in the hospital; somebody's gonna have to go over and help. And you can't say, 
‘This is not my job.’”– Key Informant, Site 1 
Another key informant explained it this way: 
“Flexible for sure, committed to community health for sure; […] – I've seen people 
burn out really quickly. Even our registry midwife, who has worked in so many 
different settings, you know, home birth; private practice; a place like this. She 
said, ‘I love working for you guys but it is so draining.’ […] It's a – I hate to use 
the word 'needy,' but – and I think if you're a sensitive person at all, seeing 
people living the lives that they do can be really hard to see sometimes. Seeing 
where a lot of our clients come from can be really, really hard. And it also can be 
a little bit thankless sometime […]” – Key Informant, Site 1 
An entrepreneurial spirit was mentioned in reference to the discussions 
around productivity. A key informant shared that it was fairly common for 
midwives working for a private birth center to be expected to actively contribute 
to “building up the practice and bringing in your own clients, your own following”. 
That work includes engaging in outreach and community engagement events, 
which are typically not a part of midwifery training.  What surfaced during key 
informant interviews was a concern, on the part of management, about some of 




building up the practice. One key informant hypothesized that the reason might 
be that some of the birth center midwives were not as invested in the mission of 
the broader FQHC and in the low SES patient population that it serves, and so 
they were experiencing an internal conflict between working for a “birth center” 
and serving low SES patients, who, in their mind, may not have necessarily fit the 
traditional profile of a birth center client:  
“One of the midwives (doing clinic at a different site) even took out an IUD 
from someone who wanted to be pregnant, who had previously seen midwives, 
and… and the midwife did not own that! Meaning, she didn’t even say: ‘Hey, how 
lovely! I am a midwife: I hope you see me when you get pregnant!’ […] I mean, 
(co-founder) and I could tell you lots of stories. In the beginning, sometimes the 
team wanted to get rid of people because of social reasons, we were: 
‘Whaaat??? What are you talking about? Has anyone told you you’re working for 
a community health center?’[…] Or sometimes they would say that a person was 
better suited for the hospital: ‘What resources do you think the hospital has that 
we don’t have here? Because we are the birth center team, we have a lot more 
time than the hospital team to deal with this.’ Anyway, we all got a lot better at 
this.” – Key Informant, Site 1    
In interviews with key informant staff, I observed a persistent absence of 
unsolicited discussion around racial/ethnic/cultural diversity in the birth center 




and the organization’s efforts to expand equitable access to birth center care. 
That said, when specifically prompted about the topic, there was general 
agreement by all those interviewed, that racial/ethnic representation might matter 
to clients and that this particular site could improve on recruiting a more diverse 
midwifery staff. At the time of data collection, out of a staff of 10 midwives, one 
was Hispanic, one was Asian, and the remainder were Non-Hispanic White. The 
birth center care coordinator identified as Non-Hispanic Black. Of note though, is 
that the front desk staff at the clinic appeared to be more representative of the 
racial/ethnic diversity of the local neighborhood in which the clinic is located. 
When asked about this topic, one key informant acknowledged the lack of staff 
diversity and referred to the eclectic interior décor as a deliberate effort to appear 
more welcoming to diverse families, citing the many instances in which 
individuals of color had made appreciative remarks about the representative 






Figure 9: Site 1 racial ethnic representation in the physical environment 
 
Licensure and Accreditation Standards 
The birth center adheres to strict licensing and accreditation standards 
that require ongoing compliance with the state's Department of Public Health 
(DPH), the Commission for the Accreditation for Birth Centers (CABC), The Joint 




Licensure with DPH is required. As the first freestanding birth center in the 
state, this site was considered a pilot for the DPH birth center demonstration 
program originating from the authorizing legislation.  Challenges tied to being a 
pioneer in the state included lengthy negotiations, limited access to state-level 
resources, and inflexible rules and regulations. Some of these directly impacted 
the birth center space layout and design from its conception phase, while others 
required major changes to the facility (e.g. nurse station) or operations (e.g. 
emergency plans) along the way. Renewal licensure requires a fee and annual 
application. Site visits are generally conducted annually, but can occur 
unannounced at any time. National CABC accreditation is generally optional, but 
beneficial. Accreditation gives the birth center access to additional resources, 
support networks, and added credibility. In this particular case, the state’s newly 
developed regulations require birth centers to seek accreditation from the Joint 
Commission and/or CABC. This particular birth center chose to become 
accredited with CABC, while the larger FQHC organization is also accredited 
through the Joint Commission (with JC reaccreditation every three years). 
While initial accreditation was time consuming, it contributed greatly to the 
site's internal planning process. Being one of the few birth centers in the country 
administered by an FQHC provided all those involved with an opportunity to 
examine the various requirements within a flexible framework, specifically when 
evaluating certain elements that might present differently within this model (e.g. 




dedicated specifically to birth center oversight). Ongoing accreditation requires 
annual reporting and re-accreditation, along with comprehensive site visits, every 
three years thereafter.  
Being administered by an FQHC provides this birth center with an 
additional layer of requirements that need to be met and that are unique 
compared to other independently operated FSBCs. These include onerous time 
commitments on the part of birth center leadership to participate in FQHC-wide 
activities and meetings, additional levels of clearance regarding external 
communication plans, as well as increased accreditation and compliance 
requirements.   
 State licensure guidelines also pose a challenge because they influence 
risk assessment protocols that aim to ensure that only pregnant women with low 
risk pregnancies receive intrapartum care in the birth center setting. Key 
informants have shared that the state guidelines might be too prescriptive and 
sometimes irrelevant, leading to the unintended consequence of further limiting 
access to birth center care for low SES women who would otherwise do well 
within this FQHC-based birth center: 
“So, I mean, their needs are just like any other pregnant lady. It's just that they 
have more complicated lives and they're sicker. That's the thing we've identified; 
they definitely start out, as a group, sicker. Which has been surprising that we 




(state) also has this goofy set of rules that's very strict. […]  But there are some 
things that have made us rule people out that probably we wouldn't have, if we 
had had guidelines that were a little bit more liberal and reasonable. Like a BMI; 
they want – they have a specific BMI, 40. So we've had at least two women; one 
had three home births – no she had five. I mean, she's a big lady, but she's not 
fat. But if she had started her prenatal care with us, she would have been under 
40 (BMI); but when she came in she was 42 or something like that. But she 
ended up having a hospital birth because of her BMI. And so, you know, then 
there's just some complicated things about – in the rules and regs about ‘history 
of’, or ‘active’. So it's like, ‘Well if they're on HUMIRA and they have rheumatoid 
arthritis, but they're otherwise perfectly healthy and they have a rheumatologist,’ 
that – unfortunately from the state's perspective, they can't be here. Even though 
obstetrically it doesn't really make any difference. So at some point somebody 
needs to go back and rewrite these guidelines. […] I mean, the one we always 
laugh about is, they have something in there that if they have an active 
intracranial bleed, they can't be in the birth center. We're on board together on 
that one, but how am I gonna know it's active? I'm not really sure unless she's 
stroking out on me. I mean, the people that wrote them were state employees 
that know nothing about birth centers. So it – and it shows, because the 




Statewide Shift to Managed Care Organizations 
“Something happened in the state that adversely affected the hospital midwifery 
team greatly.” - Key Informant, Site 1 
In 2014, the state in which this birth center is located began to transition 
the services provided to over 50% of its Medicaid population residing in six areas 
of the state, to contracted Managed Care Organizations (MCOs). Medicaid 
patients residing in the affected areas were assigned to Primary Care Providers 
(PCPs) within their assigned Health Maintenance Organization (HMOs). The 
process continued over the course of subsequent years, with a plan to convert as 
many as 80% of the state’s Medicaid population across all of the state’s counties 
by the end of 2018.  
In 2015 the FQHC became one of the state’s HMOs. Under this system, a 
pregnant patient could not be assigned directly to a midwife. She had to first be 
assigned to a PCP within an HMO. It so happened that all the PCPs at the FQHC 
site in which the birth center is located, had a full patient empanelment and did 
not have openings during the 2015 transition period, forcing Medicaid to divert 
pregnant patients to other locations (even though they were further away from 
the patients' neighborhoods and from the midwifery service being offered just 
around the corner from their homes, which had the capacity to serve more 
patients). Prior to this shift, providers at this FQHC were able to accept more 





"We had to rebuild our practice up through our birth center." - Key Informant, Site 
1 
Having a freestanding birth center onsite, became a strength for this 
FQHC, in terms of it becoming a vehicle for the midwifery service (including both 
hospital and birth center based midwives) to be able to rebuild the practice after 
the MCO shifts described above, shifts that led to a significant decrease in 
“organic” patient volume growth. Patients who would not normally seek care at 
the site, have been drawn to the FQHC expressly because of the existence of the 
FSBC.   
"They are going outside their assigned MCO and choosing us." - Key Informant, 
Site 1 
For example, between Jan 1, 2016 and Sept 30, 2017 only 22% of the 220 
patients registered to give birth at the FSBC (as of May 2017) were already 
existing patients of this FQHC, whereas 78% were new FQHC patients who were 
drawn to the FQHC specifically because of the FSBC. Only 6% of registered 
clients lived in the neighborhood.  
"I mean, we're definitely pulling from areas that don't have a lot of midwives too, 
like South and Southwest here […] it's a good feeder for us because there aren't 
a lot of – there's a lot of good midwifery practices. That's been a challenge, 
because you can get a good hospital birth here. I mean, it's a hospital, but you 




but South and Southwest, there are very few nurse midwives, or midwives of any 
kind. So those women, particularly the Medicaid women, are finding us, which is 
great. 'Cause we're offering them something they can't get in their hospitals.” – 
Key Informant, Site 1 
 
Notably though, while patients assigned to other sites and providers could 
request to be transferred to the FSBC site, several conditions would need to be 
in place for this to happen in a timely manner: 1) they would have to know about 
the FSBC/midwifery service, 2) they would have to be interested in it, 3) they 
would have to know that they could request a change, and 4) they would need to 
be willing and able to advocate for themselves through the process required to 
effectuate the change. Barriers exist at each of these steps in the process, 
potentially decreasing the full potential uptake of this model of care by local 
neighborhood patients with low risk pregnancies, who could greatly benefit from 
midwifery-led birth center care. 
Site statistics indicate that in cases where enrolled patients need to be 
“risked out” of birth center care, or even in cases in which prospective patients 
choose not to register for birth center care, the vast majority of them (including 
those not originally assigned to the practice, as well as privately-insured patients) 
will elect to continue receiving care with the site's midwifery service and will be 
retained by the FQHC as hospital-based midwifery patients. The onsite FSBC 




midwifery arm of the FQHC. Understanding this dynamic is important when the 
FQHC is assessing the benefit of keeping the FSBC open despite its below 
budget volume. According to a Key Informant at this site, these discussions have 
already been occurring among the FQHC/FSBC leadership group, and are the 
impetus behind the birth center staff compiling these statistics in the first place. 
That said, it is also of note, that most patients traveling to the FQHC from 
other municipalities and neighborhoods because of the exclusive prenatal and 
intrapartum midwifery care services offered by the birth center and FQHC, will 
not generally continue their family and pediatric care at the FQHC after the initial 
postpartum period. As a key informant explained, most of them will instead seek 
pediatric care closer to their homes, whereas they may be more likely to continue 
their own well-woman care with the midwives, given the less frequent care 
requirements for annual gynecological care and the valued relationship 
established with the midwives throughout pregnancy.  
The same challenge occurs when it comes to organizing opportunities to 
engage the birth center client population postpartum for group-based lactation 
support, reunions, Moms Night Out events, etc. As one Key Informant explained, 
because many of the clients do not live close by, and because of other 
challenges such as lack of reliable transportation and scheduling conflicts, 
turnout at these events are often “hit or miss”. Attendance is not only “hit or miss” 




birth center and often prefer to not attend events outside of “normal” work hours. 
A key informant described how different the culture is between this FQHC-
operated birth center and privately-owned birth centers, where staff are generally 
much more “entrepreneurial” and ready to engage with clients in community 
engagement opportunities as a way to add value to their care experience and 
maintain positive and productive relationships with them (a form of public 
relations, marketing, and promotion). It is possible that this dynamic might also 
be a product of the class/race/culture discordance between the midwifery staff 
and the population served, whereby it may not be desirable or feel natural to 
“hang out and build community” outside of normal work hours. This might also be 
compounded by the effects of an already demanding work schedule.  
Competing Priorities within FQHC model, coupled with perceived strain between 
FQHC productivity requirements and midwifery model of care 
The FQHC as a whole cares for about 1,400 deliveries per year, of which 
the midwifery service combined (hospital and birth center) represents about 400 
per year (29%). The remainder are attended by providers from the Maternal Child 
Health Fellowship for Family Medicine Program, where residents also learn to 
perform cesarean sections. High risk patients are generally cared for by 
obstetricians employed by the organization.  
"We have this risk assessment and tiered care according to risk, which works 
very well and is very unusual and similar to some European models of socialized 




While it is a promising model in concept, it still has some opportunities for 
improvement in its actual implementation.  For example, while the majority of 
patients might be eligible for midwifery care because of their low medical risk 
profile, the organization has not yet structured their service to truly implement this 
tiered approach of care: midwifery is not the default entry point to maternity care, 
from which point patients would then be referred to more specialized care if 
medical risk warranted it21, nor is midwifery care offered at all FQHC sites where 
prenatal care is provided. Additional internal policies might engender unintended 
consequences and barriers to the wide adoption of this collaborative model of 
care. One such policy is the requirement that Family Medicine residents have a 
certain number of “continuity patients,” that is patients they take care of 
prenatally, intrapartum, and postpartum. This requirement, coupled with the lack 
of buffering policies that safeguard the patient’s choice, may influence if and how 
much information is shared with the pregnant patient about her various options 
for maternity care at the FQHC, including the option of transferring over to the 
midwifery service and delivering at the birth center (or even in the ABC22 rooms 
at the hospital).  
Limited internal marketing of the birth center and midwifery care was a 
                                                                
21 Based on established safety protocols, rules, and regulations specifying medical risks that 
would exclude a patient from being eligible for an out-of-hospital birth. 
22 Women delivering in the Alternative Birthing Center (ABC) are attended by the FQHC’s hospital-
based midwifery service. The ABC is described on the hospital’s website as such: “At the 
Alternative Birth Center, we put the mom in control of her birthing experience. Many women prefer 
natural childbirth in the company of family. The Alternative Birthing Center provides families with 




recurring theme that arose in a number of key informant interviews across the 
birth center staff. A number of key informants shared that family medicine 
residents and midwives were vying for the same patients. One key informant 
added the belief that family medicine residents might be reluctant to “give up” 
their low risk pregnant patients because they were often the most pleasant ones 
to deal with and the physicians welcomed a change in their challenging daily 
schedule: 
 
“I think it's less talked about at other sites that's for sure, so we have 11 clinics 
and any patient from any of those sites could come here as long as they met the 
risk criteria but that really hasn't taken off. […] I don't, I don't know, I don't know, I 
mean we have ideas, we think, I mean pregnant women: who wants to give up 
their pregnant patients, like all the patients that the doctors see in a day, those 
are the joys, I mean truth be told. And also we have a very rich family medicine 
training program and they require births and so – […] For their training and they 
require continuity so they have to see them, they have to birth them; they have to 
see them postpartum. And so I think that makes it a hard, like that's not on their 
mind, they're thinking like ‘I gotta do some learning’, yeah, and so we're not 
always gonna get those patients. And then also I think patients really become 
wed to their site and the birth center/midwives are obviously not at every site. 23” 
– Key Informant, Site 1 
                                                                




 Potential solutions being explored at the time of data collection include 
more deliberately integrating family medicine providers into the birth center care 
team, and allowing them to continue caring for those clients desiring a birth 
center birth: the client would get the desired high-touch, low intervention 
intrapartum care, the physician resident would still be able to meet his/her 
continuity care requirements, and the birth center could potentially increase its 
patient volume due to reduced internal competing priorities and increased 
internal referrals.  To this end, the birth center care team was in the process of 
orienting an identified family medicine “physician champion”24 who could help 
lead the internal marketing efforts and help “sell” the idea to colleagues.  
Ensuring continued FQHC leadership buy-in has been a challenge in light 
of budgetary constraints, creating stress and challenges for birth center 
management members who are expected to be fiscally responsible, seek out 
continued FQHC support, while also being tasked with preserving staff morale 
and retention: 
“Oh yeah, they (midwives) all get it now: we sink or swim by our productivity” – 
Key Informant, Site 1 
“[…] the meetings that I go to it's like, ‘Oh the birth center; you only had five births 
this month and you're budgeted for ten.’ – ‘You only had six births last month and 
                                                                
24 This physician’s spouse had recently given birth at the birth center. He therefore had first-hand 




you're budgeted for ten.’ So it's that type of stuff, and then the organization as a 
whole was struggling this past year. So yeah, so midwives, we're under a 
microscope, along with everybody else. But I think the birth center was the most 
– I think it was an easy target too. Because still I think there is a lot of mystery 
about what happens here, and how the staffing goes. And everyone sitting 
around the table supports midwifery care, but still might not really understand 
what it is. And when we're here, even though there might only be six births, those 
midwives are with the patients the entire time, and then recovering them as well. 
And then going to a home visit, like, 12 hours later. So it is a lot of – a lot more 
physical necessarily than just being in a hospital for a 12-hour shift, which is what 
the docs do. So yeah, but I do think we're on good footing now. There's been a 
really deep dive into the organization financially, and I think there's greater 
understanding of everything operationally; numbers wise. To the point now where 
the FQHC Board, the foundation, is gonna support us for another year to try and 
help us get our staffing to a way where it's – we're budget sound.” – Key 
Informant, Site 1 
 
“So it's tough with going from four to three (midwives), but these other things that 
we're building in to the team, I think are gonna be really helpful. And then if we are 
doing ten (births per months), then we can hire somebody else; we'll take that 
from there, yeah. So I know it's a lot of – people are anxious about it, and that's 




trying to make it as palatable as you can for your team. So, I try to make sure 
people have good communication with me; that I'm open and hearing people. 
That's been a challenge this year though for the birth center. Like, not really on 
the chopping block, but always sort of being threatened to be on the chopping 
block and – yeah. And midwives knowing that too, or trying to shield them from as 
much as I can.” – Key Informant, Site 1 
 
Some key informants are concerned with the increased productivity 
pressures, and corresponding changes in staff scheduling. They fear that the 
changes might significantly dilute the midwifery model of care that makes the 
relationship-based care they provide, so unique and valuable among the 
population served. The concern of losing the traditional character of midwifery 
care, with its longer client-centered encounters, may also be a threat to staff 
morale and job satisfaction. 
Strengths of the model as perceived by key informants and/or observed by the 
researchers 
While the journey towards expanding equitable access to midwifery-led 
birth center care in this state has been long and arduous, this birth center can 
count a number of successes, due in large part to the innovative vision of its co-
founders and the supportive leadership of the larger FQHC. Below are some of 
the strengths of the site, as identified by the organization itself in written 




conducted with birth center staff. 
Collaborative Team Care Model   
By the birth center being integrated into a Federally Qualified Health 
Center, its clients and providers can take advantage of a wide variety of 
disciplines and specialty levels. For example, birth center midwives can easily 
refer clients to the FQHC’s behavioral and oral health services, which are co-
located in the clinic. The co-location of services also makes it easier for nurse 
midwives to conduct “warm handoffs” and personally introduce pregnant mothers 
to the relevant providers to increase the likelihood of follow-up. Shared electronic 
records are also a beneficial tool to ensure coordinated care across these 
disciplines to ensure a holistic approach to whole person care.  
Birth center clients receive their prenatal care in the same examination 
rooms used by other clinic patients. Birth center midwives working clinic hours 
are physically located in the clinic side of the building and share a work space 
with other clinic staff, including family medicine physicians, nurses, and nurse 
practitioners. This shared “work pod” allows for communication and consultation 
to take place in real time, in addition to consultation that takes place over 
electronic medical records and email system, during in-person morning team 
“huddles”, and monthly care coordination meetings held to discuss birth center 





Observations of patient-provider encounters during a clinic day 
demonstrated examples of such real-time consultation opportunities. For 
example, one particular client tested positive on her 3-hour glucola test, 
indicating the possibility of gestational diabetes requiring pharmacological-based 
treatment, a condition that would disqualify her from giving birth at the birth 
center. In addition to reviewing the woman’s sugar checks log, the nurse midwife 
engaged her in a conversation about what she had been eating and drinking 
during that week. Not only did they discuss the content of her nutritional intake, 
but they also identified opportunities for change given the client’s demanding 
work schedule and familial obligations that proved to be a challenge when it 
came to eating a healthy diet. The midwife also consulted a family medicine 
physician who was also working clinic hours and together they decided to give 
the patient a choice: delay medication decision by another week, unless she 
didn’t feel she could make reasonable changes to her diet. The woman chose to 
work on her diet changes and delay the decision by another week. Should a 
change in provider and birth setting need to take place, the patient would still 
most likely continue to receive care at the same clinic location, her medical 
records would be instantly available to her new providers, and the care 
experience would continue essentially in a seamless fashion for her. This is an 
integrated system structure that is beneficial for any pregnant mother, but even 
more so for low SES women whose lives may not readily welcome additional 




antenatally and finding themselves in the sudden position to have to find a new 
provider and place of birth.  
For birth center clients who continue to be eligible for a birth center birth 
until onset of labor, the system is also structured in a way that is rooted in 
collaboration, ensuring a seamless transition to more specialized care, should 
such care be needed immediately prior to or after admission for intrapartum care. 
The collaborating hospital is located approximately 2 miles away from the birth 
center. Patients who require a transfer intrapartum or postpartum, are 
transported via ambulance through a partnership with the local city's EMS and 
their care is transferred directly to the hospital-based staff affiliated with the 
FQHC, leading to a generally seamless transfer of care. Most often, the receiving 
providers are the hospital-based midwives affiliated with the FQHC, whereas in 
situations requiring an operative delivery, the receiving providers would, in most 
cases, be the Family Medicine or Obstetrical physicians affiliated with the FQHC. 
Shared electronic records and an intimate familiarity with the birth center staff 
and birth center model, allows for the transferred patients to be received without 
undue burdens or stigma25. 
Collaboration also takes place when a client requires additional socio-
                                                                
25 Some scholars have proposed a reframing of the “transfer rate” to be viewed as a 
“collaboration rate” as an indicator of the level of integration between different maternity care 
settings caring for families in a patient-centered and truly integrated fashion. A low collaboration 
rate can be a significant barrier to providing effective, safe, high-quality, integrated care to women 




economic support and services. During the HRSA-funded Strong Start project 
period, clients could avail themselves of the services of Mentor Moms. Mentor 
Moms were community lay workers who functioned as peer models, who would 
essentially reinforce the education received during clinical encounters. They 
would also often visit mothers in their homes and provide additional referrals and 
support, as needed. Since the Strong Start project ended, those services were 
integrated into other functions, including that of the birth center’s care 
coordinator. It would now be the care coordinator’s role to connect clients to 
additional services such as home visiting, homeless shelters26, supportive 
housing, WIC, food assistance, lactation support, and so forth.  
Planning for leadership transition and averting Founder’s Syndrome 
Key informants at both Phase 1 study sites (Sites 1 and 2) shared a 
common threat to sustainability for small nonprofit birth centers known as 
“Founder’s Syndrome”. As one key informant at Site 1 explained, smaller birth 
centers tend to be very personality-driven in terms of recruitment and retention of 
clients, staff, funding, and board leadership, jeopardizing the center’s ability to 
sustain its vitality and organizational strength upon the departure of the 
charismatic founder. It is also not uncommon for founders to experience 
challenges in effectively releasing the power, influence, and privilege associated 
                                                                
26 Homelessness alone, as well as any other “social risk”, would not be reason enough to risk a 
patient out of birth center care, or hospital-based midwifery care. The midwifery service at this 
site, has in fact cared for a number of homeless clients and partnered with a local volunteer doula 
network to ensure they had doula support, in addition to the other wrap-around services and care 




with their founder status, leading to conflict dynamics and transitional strife with 
newer leadership.(200,201)  
As the co-founding CNM, who had been serving as the clinical director for 
the midwifery service, began thinking about wanting to step down from her 
administrative role, she and her co-founding partner began strategizing for a 
sustainable leadership handoff. Together they identified a certified nurse midwife 
staff member who was trusted within the team, had experience with both in-
hospital and birth center birth, and could be transitioned gradually into her new 
leadership role. As a key informant explained, the co-founding clinical director 
knew exactly when to pull back and avoid a situation characterized by “split 
loyalty”, which could have jeopardized the stability of the birth center. The key 
informant credits her co-founder’s personality for leading a successful transition 
and avoiding the pitfall of Founder’s Syndrome in the process.  
Another protective factor mentioned was being part of an FQHC, with its 
associated governmental oversight and regulations, including the requirement of 
having at least 51% of its board leadership be from the community served. Under 
this structure it was clear that the future of the birth center was bigger than any 
one person’s ego or personal relationships, it was to remain embedded in a solid 
organizational structure, and its best interest had to be promoted for the benefit 
of the community served. 




inception, as part of a Federally Qualified Health Center. Still in its early stages of 
development, the birth center is grappling with challenges that are quite common 
among new birth centers (i.e. staff recruitment and retention, slow patient volume 
growth). Other challenges experienced are influenced by the FQHC structure 
itself (i.e. competing priorities, contractual agreements and reimbursements). 
Strategies briefly mentioned in this chapter, and to be further addressed in 
Chapter 4, place the birth center on a promising trajectory towards becoming a 
more sustainable program within the FQHC’s integrated system of maternity 
care, a system that serves primarily individuals and families of low socio-
economic status, effectively expanding equitable access to birth center care. The 
following site, Site 2, is a freestanding birth center that was established as an 
independent birth center but then was acquired by a FQHC.     
2. Site 2: FSBC in Urban Center on East Coast 
Located in a high-poverty, high-crime neighborhood of a large urban 
center on the U.S. West Coast, this freestanding birth center (FSBC) was 
originally established as an independent nonprofit organization in 2000, then 
acquired by a local Federally Qualified Health Center (FQHC) in August 2011.  In 
2017, the 3 local sites operated by this FQHC served approximately 10,802 
patients, of which 95% indicated that the FQHC was their primary source of 
medical care. Of the 10,802 FQHC patients, the vast majority were publicly 
insured (75%) or uninsured (8.4%) and 4,665 were cared for at the site where the 




birth center in its catchment area, effectively taking the lead in expanding 
equitable access to high quality, high value, midwifery-led out-of-hospital 
maternity care options for local residents, most of whom are publicly insured 
people of color.  
Similar to other freestanding birth centers, pregnant patients are welcome 
to birth here if they meet certain medical risk criteria, including: an uncomplicated 
medical and obstetrical history and a current pregnancy that is proceeding 
normally. Additionally, the birth center consent document includes a third 
criterion: “If the expectant mother has chosen to assume the added 
responsibilities that go along with an ‘alternative birth setting’.” This criterion is 
rooted in the stated belief that “families and health care providers should work 
together as partners to provide safe, high quality care during pregnancy and 
birth,” and as such, they each have responsibilities. Responsibilities that fall 
within the pregnant patient’s domain include: 
 Maintaining good nutrition and hemoglobin not less than 1027 
 Attending prenatal appointments regularly 
  Completing childbirth education classes or demonstrating 
independent preparedness 
                                                                
27 Part of the intake process conducted by the prenatal specialist includes assessing for food 
insecurity, and ensuring that referrals are made for nutrition assistance programs such as WIC 
and SNAP. Additionally, the welcome packet that all patients receive includes a list of WIC 
offices, as well as an overview of nutritional guidelines specific to maintaining a healthy intake of 




 Showing support for one another. It is especially important for the 
mother to have a special support person.  
 Providing complete and accurate information as requested. 
 Putting into writing: reasons for choosing an alternative birth 
setting, preparations she will make to meet her responsibilities, 
and how she seeks her birth experience taking place28 
 Discussing questions and concerns with her health care provider 
 Having constant help at home for the first 48 hours after the birth 
is born and continued assistance during the first week after the 
baby is born29  
 Having a phone available in her home during the first week after 
the baby’s birth 
 Agreeing to transfer to the hospital in an emergency and/or on the 
decision of the provider 
 Arranging for pediatric care for her infant (documented by a 
pediatric care letter signed and on chart by 36-week prenatal 
visit)30 
As part of the FQHC, the birth center is now integrated within a system of 
                                                                
28  A birth plan template is provided 
29 According to key informants, it is not uncommon for prospective birth center clients to be 
“risked out” of care due to insufficient social support. Key informants noted that if they had 
enough resources to modify the current birth center staffing model, longer postpartum stays could 
be afforded to clients, and more intense in-home support could also be provided to mothers who 
require more wrap-around services.  




primary care and specialty services that serve the holistic needs of the entire 
family unit, including men, children, and people with chronic diseases. These 
services include family medicine, behavioral health, oral health, care 
coordination, home visiting, basic needs donations closet, and onsite phlebotomy 
and laboratory services. Included in the organization’s model of care is a strong 
focus on social determinants of health, and in particular, on housing security and 
employment.31  Co-located on the premises of the FSBC is also an infant toddler 
development center32 for infants and children ranging from 6 weeks to 3 years of 
age, as well as offices for three staff of the nonprofit organization that was 
originally developed as the “umbrella organization” under which the birth center 
initially operated. 
In November 2014, roughly three years after the FQHC took over the 
management of the FSBC, intrapartum care services were temporarily 
suspended due to staff shortage. During this time, patients continued to receive 
midwifery care prenatally and postpartum onsite, but then gave birth at a nearby 
hospital under the care of a collaborating hospital-based midwifery group. Onsite 
intrapartum care services resumed in September 2016. Following is a brief 
description of the center’s early development and the subsequent evolutions that 
led to its current administrative structure. 
                                                                
31 The FQHC offers homelessness prevention and remediation services, including eviction 
prevention assistance, rapid rehousing, and permanent supportive housing. 




The development of the center 
 Site 2’s original founder, a Certified Nurse Midwife, began exploring the 
possibility of establishing a freestanding birth center in this large urban city on the 
West Coast in 1994. She was inspired by her positive experience and role in the 
successful establishment and management of two other freestanding birth 
centers located in another large urban center in the US. She also felt driven and 
dismayed by the documented high rates of infant mortality and poor birth 
outcomes disproportionately affecting Non-Hispanic Black families in this large 
urban center. The FSBC was ultimately established in the year 2000.  Before its 
opening, with funding from a generous fellowship award, and favorable 
legislation in place that allowed nurse midwives to practice independently in this 
locale, the founding midwife began what turned out to be several years of intense 
negotiations and partnership-building for the birth center to move from idea to 
reality: 
“I spent from '94 when I started coming down here, and I'd come down maybe 
one day a week, and then eventually moved down, but I spent much of that time 
networking with the community. Telling them what it was we wanted to do and 
promising them that we would not leave them.” – Key Informant, Site 2 
 
Discussions took place with contacts from national foundations, local 
philanthropists, government officials, and most importantly with local community 




“I took (name of documentary),33I used (name of the documentary) all over the 
place when I was able to get an appointment, and (influential government 
employee) helped me a lot with that, getting appointments. When I was able to 
get an appointment I would talk to them and say, ‘Now, do you have a VCR?’ If 
they didn’t I would take that thing over there. I would carry that with me and I 
would walk in to whoever’s office and say, ‘Now, I know I’m the wrong color, and 
I’m from the wrong place […], but I want you to look at this film about a model 
that we established in (name of city), and what it did. Let the people – let you 
listen to what the people have to say about the care.’ So we would show that for 
the first 15 minutes. Once we showed that, race would be off the table, and my 
motives would be off the table. Because most white people going into black 
neighborhoods have a grant, and as long as the grant is there to support them 
they’re with it. Once the grant runs out they run out with the money. Then the 
people are left without the services [..]” – Key Informant, Site 2 
 
This series of meetings resulted in the founder securing the donation of an 
abandoned building34, continued foundation grant funding, and support from local 
                                                                
33 A documentary movie that featured unscripted interviews with low SES women of color who 
received care at the first FSBC developed by Site 2’s founder. The Key Informant interviewed 
recalled one of the clients appearing in the documentary, an 18-year old Black woman, saying: “If 
you've given birth and you've given life, and if you've given life, you can do anything. You can get 
a job and you can go to school and you can do anything you want as long as you put your mind to 
it." The Key Informant explained: “And that, I think, is the best thing about the Center. It 
empowers women and they empower their families and their families empower their community 
and it grows and grows.” 
34 The founding nurse midwife explained that during the negotiations on the gift of the building, 
one of the owner’s children was on the board of an adoption agency: “So they were making a 
stipulation that the building have an office for an adoption agency. I said, ‘Well, I need to talk to 





government,35 philanthropists, and residents. Community buy-in was essential 
not only in ensuring the establishment of the FSBC, but also in its continued 
success: 
 
“We'd been open for two or three years and there's a housing project behind the 
school. It's not a city project, but it had all the same ills. When I first came down 
here, it was called (name), because there was so much drug trading going on 
and killings and all sorts of things. The woman who ran it […] was a true believer 
and she led the community that lived there. She led them very effectively. I went 
back to see her after we'd been open for a couple of years […] I went back to see 
her […] I said,[..] ‘We haven't had any graffiti and we haven't had any break-ins.’ 
She looked at me and she said, ‘I told them: Leave it alone. It's OUR center.'" – 
Key Informant, Site 2  
 
The birth center was conceptualized as an integral part of a larger 
independent nonprofit organization co-founded with a pediatrician. Together, the 
two founding members envisioned a community-based freestanding birth center 
that could wrap around low SES families and their maternity care needs, 
increasing equitable access to midwifery-led birth center care, as well as to 
                                                                
neighborhood councils and so forth, and churches, and meeting women. So I called together a 
group and told them that we were being asked to have an office for an adoption agency, and 
asked them what they thought of that. They were stunned. They said, ‘We don’t give our babies 
away,’ and I said, ‘Well, I’m glad I asked you,’ So they didn’t want an adoption agency in there. 
So the next time I went downtown to a negotiating meeting I said, ‘Well, it’s a deal breaker. If you 
insist in having an adoption agency we can’t do it. So they backed down.’ 
35 The building, a former supermarket, had been vacant for approximately 18 years. The local city 




support their children’s early years with an adjacent early childcare center that 
provided affordable quality care and education to infants and preschool-age 
children.  A third organization was housed under this broader nonprofit umbrella 
organization; this was an organization that provided ancillary social services and 
support to local families, teens, and people at risk of housing and food insecurity. 
Services included parenting classes, case management, insurance enrollment 
assistance, HIV and pregnancy testing. (Figure 10).  
This organizational structure was born out of the realization that 
collaborations, or lack thereof, are often driven by funding organizations and 
funding streams. It was therefore in the interest of the founding partners, whose 
mission to serve the needs of young local disadvantaged families closely aligned, 
to form a collaborative effort under the organizing structure of an independent 
overarching nonprofit organization: 
 
“I was looking for people to work with and I guess I had not really considered 
adequately the competitive aspects of collaboration, because everybody needs 
support, monetary support, and not everybody can get it, and sometimes when 






 The mission of the three organizations didn’t just align, they 
complemented each other and ultimately fulfilled the more holistic and integrated 
vision of the co-founders, who had also been exposed to European models of 
maternity care and early childhood:  
”[…]it was something that came out about Early Childhood Development and I 
called up one of the people I know at the National Institute of Medicine, I said, 
‘They don't talk about getting to the mother in pregnancy. If you don't get to the 
mother in pregnancy, you have lost the ballgame.’ How can you expect to 
change families after the baby is born? I mean, there's so many things that take 
you with just taking care of the baby, feeding the baby. The time to really work to 
make change is in the pregnancy and you can get women to come in in 
pregnancy and you can teach them.”  - Key Informant, Site 2 














By 2008 the birth center was averaging over 450 prenatal care registrants 
per year, attending over 200 births annually, of which about 27% were taking 
place in the FSBC, while the remainder were attended at the collaborating 
hospital where the midwives had admitting privileges. Eighty-four percent of 
mothers receiving intrapartum care in 2008, either at the birth center or in the 
hospital, delivered with a certified nurse midwife as the primary birth attendant. A 
peer-reviewed retrospective study published in 201336, compared outcomes for 
mothers who received antenatal care at the FSBC between 2005 and 2008 
(n=872), and other local mothers who delivered under the care of non-birth 
center-based practices (n=42,987). Regardless of place of delivery, and 
controlling with socio-demographic factors and medical risks, FSBC clients were 
significantly less likely to give birth by cesarean section (OR=0.59, p<0.01), less 
likely to deliver with an instrument-assisted vaginal birth (OR=0.45, p<0.01), 
more likely to give birth during the weekend (OR=1.28, p<0.01) and significantly 
more likely to deliver vaginally after a prior cesarean section (OR=3.50, p<0.01). 
Additionally, mothers receiving care at the FSBC were also less likely to deliver 
prematurely (OR=0.7, p<0.01). 
The early years of the FSBC were characterized as “treehouse” days by 
one of the key informants. It was a community-based/community-owned thriving 
center for neighborhood residents, where people felt welcomed and truly taken 
                                                                
36 This published article explicitly identifies the birth center. Therefore, I am not citing it in an effort 




care of. A place where staff and volunteers were learning and growing as they 
went along: 
 
“So I’m here. The director at the time gives me a full tour and says, ‘So you’re a 
nurse?’ and I was like, ‘No.’ And so she was like, ‘What are you doing?’ and I 
was like, ‘I wanna be a midwife so I just wanna be around other midwives.’ So 
she said, ‘Okay,’ and she had me making packets. I did laundry. Some midwives 
would show me things under the microscope and I just was here volunteering for 
about eight months, a lot, just spending time.” – Key Informant, Site 2 
 
“It was very, very hard but what kept us here is the women … the women, the 
love. And this place was like a tree house. I did stuff that I’ll never do again. A 
mom, if I knew she was really exhausted, there were times I would say ‘Come in, 
give me the baby.’ I’d strap a baby to my chest, see the rest of my schedule, and 
let the mom sit in the birth room. I can’t do that anymore.” – Key Informant, Site 2 
 
Managing this vibrant community-based birth center was not without its 
challenges. Motivation, vision, good intentions, and influential connections were 
not sufficient ingredients to ensure a truly successful endeavor. Rising 
malpractice insurance premiums, changes in local availability of government 
support funding, coupled with lack of strong business practices, organizational 
policies, oversight procedures, and even a lack of solid staff roles, staff training 




leadership, and staff turnover that more than once threatened the birth center’s 
sustainability: 
“She (the founder) is an icon in three different disciplines: nursing, midwifery, 
public health. Untouchable. But living this hell where paychecks are in question. 
There was a year that no billing got done, to... staffing. And (founder’s name) 
really, at heart, really wants the community to grow and be and so she wanted to 
hire a lot of people from the community but there were no mechanisms to train 
the people from community and so you had a lot of under prepared folks in 
positions. It was hard.”- Key Informant, Site 2 
 
“I had to fulfill a grant and write a grant report on... the money was gone. We 
didn’t even know where – I don’t even know where that money is. And I had to hit 
those outcomes or those interventions that was put in that grant and be 
creative.”- Key Informant, Site 2  
 
“I was working like a monster. It was super crazy and you already know why it 
was crazy, because our director at some point was 80 something years old and 
we were having so many financial problems. And my very first day here as a new 
grad midwife, my boss told me she was quitting and within a year, two other 
midwives quit, and for like a year, it was me and two other midwives and we had 
a 30 percent increase and growing. And then we hired a fellow and another 
midwife and it was just … it was nonstop. So in one of those birth rooms alone, 




small. So it was nuts and I was just always, always on call […]”– Key Informant, 
Site 2 
   
“The (midwifery) director left and her job sat open for a really long time and the 
thing about midwifery is midwifery’s extremely incestuous. Everybody knows 
everybody. Either you trained with them, you worked with them. You went to 
school with them. Everybody knows everybody. So all you need is one bad 
reputation and it was spread like fire. So nobody would take this job. So she gave 
a year notice that she was leaving and she really had to leave because her 
husband’s job. Nobody would take that position and left it with a midwife who had 
about five years’ experience but really did not wanna be a leader and two new 
grads who could do it but weren’t really ready. And so that just makes a 
combination for … shit.” - Key Informant, Site 2  
 
“But then, I was really angry with the board so, again, we diagnosed her with 
founder’s syndrome and we had a staff walk out against the board and was like, 
“You must do something. She’s, like, 80 something years old. She doesn’t know 
what’s going on. She can’t do this. You guys better figure it out but this is not 
gonna work […] And the board, they’re all her friends and so nobody really 
wanted to address it and so it was extremely frustrating.” – Key Informant, Site 2 
 
Another key informant recalls the challenging times: “I mean, we had such 




worry about finding the money somewhere every year, and we had – a couple of 
years we had earmarks from the city council and so forth, to enable us to cover 
that, but it was an ongoing problem […] It was a big amount of money. It enabled 
us to have what’s called a captive insurance company. Yeah, and you have to 
have a good amount put aside, and the amount that had been put aside to help 
the Safety Net Clinics since 1986 had totaled out to be about 8.2 million dollars, 
so that’s what we got hold of to back the insurance. That’s what a new mayor 
coming in decided he wanted to use for something else […]” 
A point of tension for the management of the birth center was also the 
patient mix to be served. For most of its initial years, the founder felt very strongly 
about the birth center serving exclusively Medicaid clients. Yet, clinical leaders 
also charged with overseeing the center’s revenue37 would argue that they 
needed to open up the center to privately insured clients as well in order to 
diversify revenue streams and ensure more financial stability: 
 
“So (director)’s huge because (director) was the first person to get 
(founder) to understand that this can’t be straight Medicaid. So all the other 
directors would really riff with her about this can’t be a straight Medicaid deal. 
Straight Medicaid is not gonna pay the bills, not practice alone, like the 
reimbursement. Yeah, so we can bill whatever we want but it’s what you actually 
                                                                
37 A key informant also noted that it was incredibly challenging for the clinical director to also 
serve in the role of a practice manager charged with ensuring the financial viability of the birth 





receive. And so (director)’s always gonna be monumental in the hall of fame of 
directors of this birth center as the first person to get (founder) to finally say, 
‘Fine. We can have – it can be mixed payer.’ And so private payers came in and 
when I was here, the birth center, the majority of the people that delivered in the 
birth center were private payers and maybe 30 percent Medicaid. […] Primarily 
Caucasian women with private payers and predominantly African American 
Medicaid. And so in (founder)’s mind, which I got – and (founder) is right when 
she was like, ‘No. This should be for Medicaid women' and I know how 
transformational it can be for that population in particular, but the reality of who is 
going to use this building and bills have to get paid.” – Key Informant, Site 2 
The initial vision of creating a family development center that took care of 
families from pregnancy thru early childhood did not translate completely into 
reality. As the co-founders shared, several barriers came in the way of 
transitioning families who gave birth at the center, to them utilizing the onsite 
child care center, including a lack of adequate capacity that led to the staff no 
longer recommending the option to families. When discussing lessons learned, a 
key informant shared: 
 
“First and foremost is the fact that the one stop shop doesn’t work. Because of 
what families’ needs are. I mean, we needed all the babies born in the Birth 
Center to come into our Childcare Center, but first of all the Childcare Center 




the families would agree or what, so anyway, we found out, and that’s nobody’s 
fault[…] what we have learned about the early childhood, which is difficult for the 
families, I think, is not every family wants the child to go into early childhood 
where they have older people at home who need something to do or something 
like that, and they don't understand the benefits of having the child in a group 
learning setting […]” – Key Informant, Site 2 
Ultimately in 2010, the governing board of the birth center voted to join 
forces with a local large and well established FQHC, and transfer ownership of 
the birth center.38 But even under the administration of the FQHC, the FSBC 
continued to grapple with difficulties. In 2014, approximately three years after the 
FQHC took over the management of the FSBC, intrapartum care services were 
temporarily suspended. During this time, patients continued to receive midwifery 
care prenatally and postpartum onsite, but then gave birth at a nearby hospital 
with a collaborating hospital-based midwifery group not affiliated with the FQHC. 
 
“So here we are operating this project, and it’s – we’re the umbrella 
agency, but we’ve had difficulty with keeping the early childhood development 
going, and the – and I, for one, was not real happy with what was happening with 
the Birth Center. So because births stopped happening there for a while, and it 
was supposedly because the midwives didn’t want to work weekends and take 
call. […] Well, I don’t know. I never was – they were never shared with me, such 
                                                                
38 The transfer of ownership was officially effective as of August 13, 2011 after which point the 




as there was not a real commitment (on the part of the FQHC) to providing that 
kind of care to the families in their own community, and a lack of understanding 
of what it was we were trying to do. […] We had some meetings early on about 
what our commitment was, and we heard things like, ‘Well, you’re way up there 
in the clouds, and we’re down here on the ground, and the important thing is to 
make it sustainable.’ For me, sustainability means it’s being used by the people 
you’re trying to serve. That’s part of it. But I think for them it was more a thing of 
economics. Well, I shouldn’t really even discuss this because I mean they are an 
FQHC, and I know that the reason the board decided to give the ownership of the 
birth center to them was because of the problems with malpractice coverage […]” 
– Key Informant, Site 2  
 
“One of the challenges is definitely retaining midwives that can sustain the kind of 
work that it is, which you need five. You need more than five. It’s hard to work a 
24-hour call. Most midwives around town are working 12 hour calls and not 24, 
and not 48 over the weekend. So it’s a lot. And I think that that support is crucial, 
and having a strong director for them to be able to really direct and support them, 
and have their back whenever. That’s crucial. So I feel like that’s a piece that was 
missing for some time for sure, for a fair amount. And, as a result, we lost three 
midwives at the same time. That left us with two, and we didn’t do birth for more 
than a couple of years. And it was tragic at the time. It was tragic. And I’m really 




this really lovely place in the community where people can rely upon coming for 
good care and good support.” – Key Informant, Site 2 
Onsite intrapartum care services resumed in September 2016, under the 
clinical direction of a new Director of Midwifery who was committed to the birth 
center’s original vision of expanding equitable access to midwifery-led birth 
center care as a vehicle to improve birth outcomes in the local community. This 
Certified Nurse Midwife had experience working in both in-hospital and birth 
center settings. She also had a history of supporting administrators of this 
specific birth center in prior years, as well as a track record of growing and 
diversifying a busy midwifery practice at another local hospital-based clinic. The 
challenge ahead of her was to resurrect the once vibrant service that previously 
succumbed, not for lack of consumer demand, but rather for what seems to have 
been poor management and business practices. What follows is a brief review of 
current challenges and strengths identified through document reviews and key 
informant interviews with current staff. 
Challenges identified by key informants and/or observed by the researcher 
 The temporary interruption of intrapartum care services shone a spotlight 
on the many difficulties that the birth center had experienced up until then. The 
interruption itself though, put the birth center on shaky ground in terms of 
decreasing consumer awareness of and demand for midwifery-led birth center 




total of 25 birth center births and 151 hospital births (compared to approximately 
300 total births in 2010, before the transfer of ownership to the FQHC). Birth 
center patient volume is certainly a steep challenge, as perceived by birth center 
staff.  The new Director of Midwifery also had to rebuild a midwifery staff, which 
now counts a total of five midwives (including the Director of Midwifery). Online 
news bulletins reviewed for the project revealed a gradual process that took 
several months and was communicated along the way to its local stakeholders: 
 
November 18, 2015 
“We are almost fully staffed!  
First, as you know, (midwife) started as our Director of Midwifery in May and we 
have gone through an intense period of hiring new midwives. In the next two 
months, we have three new midwives joining our team, including (midwife), who 
started November 9, (midwife) and (midwife).  
We are supporting labor and delivery again! 
(midwife) and (midwife) began to support our patients’ labor and delivery at 
(collaborating hospital) every other weekend in September. 
With our new staff, we will be on track to fully support births at (collaborating 
hospital) starting in February. Our goal is to reopen the birth center to non-
hospital birth services next summer. Births at the birth center will be limited in 
number initially to ensure sustainability while we work through scheduling. More 
info about that process will be forthcoming. […] 
Additionally, external forces, such as changes in the local maternity care 
system of collaborating hospitals and MCOs, further influenced women’s ease of 
access to this model of care. Significant challenges are still being experienced 
almost two years into being fully operational again. Following is a review of 




Contractual Agreements with Insurance Plans, Billing, and Reimbursements 
 
 Contracts with insurance plans and MCOs can often become a barrier to 
equitable access to midwifery-led birth center care. Pregnant women living in the 
vicinity of this birth center, unfortunately, are not immune to this issue and have 
also experienced barriers. To its credit, the FSBC participates in the FQHC’s 
sliding fee scale program, making the care more accessible to those who are 
uninsured and/or have high deductibles and out-of-pocket costs. Under this 
program, uninsured and self-pay pregnant patients who seek care with the birth 
center midwives are required to pay a $500 deposit, which can be paid in 
installments, and must be paid in full by week 34 of gestation. In addition, 
depending on their documented income, patients are responsible for a per-visit 
co-pay ranging from $10 to $50.   
At the time of data collection, the birth center had contracts with all private 
insurance plans covering patients in its geographic catchment area. These 
contracts allow privately insured patients to deliver with the midwives in the birth 
center, covering the facility fee, as well as at the collaborating hospital in which 
the midwives have admitting privileges should they prefer a hospital birth or 
require a transfer from the birth center (covering the professional fee). For 
privately-insured patients, a $500 deposit is also required to be paid in full by 34 
weeks of gestation, to cover the expected patient responsibility, and can be paid 
for in installments.  




are covered by two out of three major MCOs in the area and have no expected 
out-of-pocket costs for their care. That said, the collaborating hospital where the 
birth center midwives have admitting privileges, is an in-network facility for only 
one of the two MCOs commonly used by birth center patients (Fig. 11). At the 
time of data collection, a fourth MCO was in the process of evaluating a 
contractual agreement with the FSBC/FQHC.  
 
Figure 11: Local public insurance options for birth center clients 
  
 As a key informant explained, publicly insured pregnant patients belonging 
to MCO 1 or MCO 3, who wish to ensure continuity of care in case a hospital 
transfer is required during the intrapartum care period (or if they prefer a hospital 
birth to begin with), have the option of requesting a change to join MCO 2. Such 
requests are usually granted as long as the request is made before the beginning 
of the third trimester. That said, it is not uncommon for patients who are 
members of MCO1 or MCO3 to choose not to pursue birth center care, after all, 
Public Insurance
MCO 1
Does not pay for the birth 
center's facility fee. Mothers 
can receive prenatal and 
postpartum care with the 
midwives, BUT they must 
deliver at a hospital where 
midwives do not have 
privileges.
MCO 2 
FSBC has contract: 
women can deliver at the 
birth center + Collaborating 
Hospital where midwives 
have privileges is in-
network
MCO 3
FSBC has contract, BUT 
Collaborating Hospital is NOT in-
network. Patients requiring a 
transfer or those preferring a 
hospital birth, can receive prenatal 
and postpartum care at the birth 
center. Intrapartum care is 
provided in a hospital where 





in the eventuality that a hospital transfer should be required. This situation is a 
real system barrier to equitable access to this high-value, high-quality, family-
centered model of intrapartum care.  
The birth center employs an Enrollment Assistor, whose sole role is to 
support patients with applying for public insurance and navigating the health 
insurance landscape, to ensure that they receive the coverage they are eligible 
for, in a timely manner. Another staff member is charged with ensuring that all 
patients are aware of their estimated patient responsibility39 early on in their 
pregnancy. As part of this process, the staff member identifies the amount of 
deductible out-of-pocket cost met by the patient so far that year, and provides a 
summary letter clearly outlining the estimated charges to the insurance, and 
expected costs to the patients. These include the global obstetric care40 fee 
($6,173), which is generally covered 100% with no copay and no deductible. 
Charges that may not be 100% covered and may require a copay are also 
included in the letter and are listed in Table 14 below. 
Table 14: Charges that may not be covered 100% by insurance and may require a patient 
co-pay, Site 2 
Service Charge 
Facility fee for mother  $2,397 
Facility fee for the baby $2,397 
Initial newborn care  $277-$337 per day 
Newborn blood test $94.50 
Postpartum home visit  $235-$495 depending on complexity 
                                                                
39 All publicly insured patients in this jurisdiction do not have any out of pocket expenses for 
maternity care, including intrapartum care at the birth center. 





Lab work, ultrasounds, and other specialty diagnostic tests are not 
generally included in this letter. The estimated costs are covered by the $500 
deposit required to be paid in full by 34-weeks of gestation. Patients can then be 
billed for any excess copays or be refunded if the amount owed is less than $500 
after the insurance claims are processed.       
“Informing people of financial responsibility should be done as soon as 
possible, because everyone has an expectation that, you know, it’s going to be 
covered, it’s going to be covered, it’s going to be covered and then I’m that one 
who meets with them and either tells them: ‘Hey, you have great maternity 
benefits or your benefits aren’t that great, this is the breakdown, this is what you 
can expect to pay and again, it’s only estimate.’ And then, more than likely you’re 
not going to have an issue with people paying their financial portion prior to 
delivery, because we try to collect beforehand. It’s just a stat that people don’t 
pay healthcare bills. It’s the last thing on the table of bills, so we try to collect as 
much money as we can up front prior to the delivery. And making that clear from 
the get go and people knowing what their financial expectation, it just goes over 
easier and you usually don’t have much of an issue with them paying as long as 
you tell them as soon as possible so that they can plan it accordingly.”- Key 
Informant, Site 2 
Contracts with insurance plans and MCOs continued to be a barrier to 
equitable access to midwifery-led birth center care after data collection was 




system that saw certain local hospitals temporarily and/or permanently 
discontinuing intrapartum care services. Contractual agreements between the 
remaining hospitals and insurance plans also changed significantly in terms of in-
network and out-of-network designation, further impacting the birth center’s 
ability to attract its targeted patient volume for the remainder of the year (2017). 
Follow up interviews conducted in Spring 2018 with key informants at this site 
revealed that the tide had begun to turn and the birth center was now on a 
trajectory towards not only achieving, but exceeding its patient volume targets, 
while maintaining a mostly publicly-insured patient population of local women of 
color. Key informants credited a combination of factors, including concerted 
collaborative efforts among local legislators, hospital leaders, ACOG 
representatives, and MCO administrators to correct the fragmented system of 
care that had been created over time. The birth center, with its solid FQHC 
support and with a midwifery director who is also a respected advocate and 
leader, has positioned itself to retain its place in the local system of care as it 
continues to take steps towards increased integration. 
Lingering Effects of Founder’s Syndrome 
 
The current reality of the organizational structure, as understood by the 
researcher and informed by a number of key informants, differs significantly from 
the “outdated” public-facing description put forth by the founding umbrella 
organization. Frontline staff at the FSBC strongly identify as employees of the 




umbrella organization” is and are unsure about the respective roles in the entity’s 
governance structure (Fig. 10). They also describe a general lack of integration 
with the early childcare center that is co-located in the building. While one of the 
founders did not disclose this new organizational dynamic and chose to focus on 
discussing the value of the original vision for the organization, the co-founder and 
other key informants were fairly open in discussing the challenges arising from 
the current governance and leadership transitions. 
 
As mentioned in the case facts for Site 1 of this study, key informants at 
both sites volunteered the concept of “Founder’s Syndrome” when discussing 
potential challenges to sustainability. Even though the Site 2’s co-founder is no 
longer formally involved with the management of this birth center, the lingering 
effects of Founder’s Syndrome still impact the organization and to some extent, 
not so inconsequentially. In fact, after undergoing a strategic planning process 
with an outside consultant, the original “umbrella organization” to whom the 
building was donated, decided to sell the building for a multi-million-dollar deal 
and to invest the funds into the development of a revived version of the 
organization: a Foundation with the purpose of replicating the entity’s original 
concept in other locations around the city, and possibly nationally. This decision 
is a contentious one for many reasons: on one hand, the founder is experiencing 
internal conflicts regarding her original promise to the community about not ever 
leaving the neighborhood, while on the other hand, the founder also seems to 




how she has been excluded from any decision-making related to its 
administration. In particular, the founder disagrees with the FQHC’s decision to 
temporarily interrupt birth services shortly after it had assumed ownership of the 
center. She also expressed disappointment at the current higher proportion of 
hospital-based births compared to birth center births, as well as resentment 
about the FQHC’s initial reaction to the news of the sale of the building: 
“I promised the women that we would not leave them, that the services would 
remain, and we don’t know where (FQHC) is going. They’re going to keep the 
Birth Center I understand by word of mouth. I haven’t been told that. Because I’m 
pretty much ‘persona non grata’ because of what I want to do, and because I 
insist that it’s the right thing to do, and I want to, yes, provide the services for the 
people. But I did promise the women of (neighborhood), it may be changed by 
now, I don’t know, that we would not leave them. That they would not be left 
without the services. […] The first question that came up in the board meeting 
was, ‘How are we going to divide up the money?’ ‘No.’ I said, “We’re not going to 
divide it up.’ […] Well, you know, that they’ll – I don’t know how they’re going to 
do this, but they’ve been very successful in opening new centers and things like 
that. But collaboration is very difficult, and we’re collaborating on a model that 
they don’t particularly support […] I think the Foundation might help somebody 
who wants to (open a new birth center in this city). But not (FQHC). That bridge 
is done […] So we have a very pleasant relationship on the surface, but it doesn’t 




 The FQHC chose to be transparent with local residents from the outset 
and communicate the news of the sale of the building early on in the process. 
Below is an excerpt from an online news bulletin reviewed for the study. In it, 
local residents are encouraged to contact the CEO of the “umbrella organization” 
that just sold the building for any questions they might have: 
November 18, 2015 
[…] 
We remain fully committed. 
(FQHC) recognizes the challenges faced by our neighbors in (neighborhood) and 
plans to continue our services. Our landlords, the (Former FSBC Umbrella 
Organization), have just announced their agreement to sell the property, although 
the transfer will not occur for four to seven years. (FQHC)’s tenured leadership 
team knows how to navigate through building and relocating projects. We have 
already begun to review ways to continue our commitment to the families in 
(neighborhood) and will keep our patients updated as we learn more in the next 
few years. 
We are grateful. 
We are pleased to serve you, as members of (neighborhood) and (city). We 
provide healthcare for your whole family and you let us guide you through your 
child’s birth. Thank you for your patience through the last year’s adjustments. We 
are excited about the future of the birth center and all our services at this 
location. […] 
 A current birth center staff member spoke passionately about the urgent 
need to find a new feasible41 location for the birth center to relocate to before the 
agreed upon departure in 2020: 
                                                                
41 Adequate locations identified so far seem to not be affordable enough: “Yeah. So (FQHC), 
(CEO) has been looking for years and where we’re going to go and is running into high costs, 
high rent. Yeah. […] And she (founder) is gonna get a ton of money and she does not wanna give 




“Because I know how transformational birth center birth can be for this population 
particularly. Transformational for women, period, but even more transformational 
for powerless women, women who don’t have a lot. There’s nothing more 
magical than having a mom who you know you’ve probably been the nicest to 
her than anybody has in a really long time and she comes in here and she rocks 
this un-medicated birth when everybody told her she could not do it. She has this 
baby and then she breastfeeds and she’s so proud of herself for breastfeeding. 
It’s incredibly transformational to these women. This place HAS to be open. We 
have to figure out where this place is gonna move.” – Key Informant, Site 2 
Despite the challenging history and transitions this birth center has 
experienced, and continues to experience to some degree, there are also 
significant underlying strengths that continue to set it apart from other 
freestanding birth centers in the U.S.  
 
Strengths of the model as perceived by key informants and/or observed by the 
researcher 
The birth center’s resurgence is a testament to its important presence and 
perceived value within the community in which it is located. Despite the 
challenges encountered, several strengths mark its current model of care and 
organizational structure. Following is a brief review of strengths as perceived by 





Inclusive Organizational Culture and Welcoming Character of the Birth Center  
Early aspects of the organizational culture continue to remain deeply 
ingrained in the current iteration of the birth center and its staff culture. In 
particular, the resolve to continue being the welcoming, non-judgmental, trusted 
presence in the community, was raised several times by different current staff 
members interviewed for the study: 
 
“I think that we're looking for people who aren't here to just do a job and that truly 
care about the work that we do and being a welcoming presence in the 
community, and I think this site in particular, I think our patients have always felt 
like this is just a place to come and talk to someone quickly, even if it's not that 
they need a medical visit or just see a provider. We have so many other 
additional services here, so I think it's very friendly, very open, meeting patients 
where they're at, but at the same time, really striving to educate as well, 
increasing health literacy. I think there's a lot of misconceptions about labor, 
contraception, pregnancy in general, and so if we can be part of helping educate 
and increase health literacy as well as being a welcoming spot for people to 
come to.” - Key Informant, Site 2 
 
Current postpartum patients interviewed for the project also highlighted 
this welcoming, educational, and embracing environment as a contributing factor 
to their positive care experience and a driving factor behind them choosing to 




“I’m so happy I changed because I was like, I would have been depressed if I 
stayed with the first provider. I really would have. And I didn’t even know they 
had places like the (birth center) around. And since I’ve been there I feel like the 
baby is super loved. I’m super loved. And I’m always there for like long periods of 
time. […] They’re not rushing me to get out. If I have a question I can ask a 
question, and you know, they’ll explain it to me. My lactation consultant, she 
came in the room and she stayed there just trying to make sure like I had the 
pump for expressing my milk. So they do things like that. They make sure you’re 
good, and you don’t have to worry about calling up there, but even if you do call. 
Like I’ve made numerous phone calls and everyone’s always nice. They provide 
you with what you need […] I had gave birth to my baby. They were just: ‘Oh, my 
goodness. This is the birthing center baby.’ Everybody came to me and like 
bombarded us, and they just – you know, were just trying to see him and check 
on me. They’re like ‘I heard you did a great job during your birth.’ And that felt 
really good.”–Non-Hispanic Black Mother, Age 22 (Site 2) 
The physical environment and décor itself was very deliberately inclusive 
with a particular focus on ensuring representation of people of color in the vast 
majority of visual elements that depicted humans. From informational posters on 
the walls, to rotating messages on the tv screens, from framed photographs and 
paintings, to even light switch covers (Figure 12): 




we're a medical facility, we're not a (name of social services agency) or social 
support agency, but I think people just like the culture of how we do things here. 
How we do things, the way it looks. It's comfort. We try to make it as homey as 
possible, and not look so much like a clinic, and look so almost institutionalized, 
so white walls. We try to add a little bit of life into it.” – Key Informant, Site 2 
Representation is very clearly an organizational priority when it comes to 
staff recruitment as well, with the vast majority of the site’s staff appearing as 
professionals of color, both among front line staff as well as in management and 
leadership. Of the five certified nurse midwives serving the local patient 
population at this site at the time of data collection, four were women of color. 
When prompted about the topic of race/ethnic representation among staff, key 
informants had conflicting responses, yet an overarching theme seemed to arise 
across all participants: while representation helps with ensuring that local 
community members feel comfortable and welcome in their own neighborhood 
clinic and birth center, what matters even more is the staff’s commitment to the 
organization’s mission and the capacity to deeply empathize with the population 
served, leading to staff’s willingness to go above and beyond to ensure that their 
patients’ holistic needs are met. 
“I’m certain that it’s always been driven by the midwives and the midwife director 
really working with the knowledge of the community and the population, and then 




the diversity in a provider, cultural diversity in the providers and having that – a 
clear understanding of the population they serve. So I think that a lot of midwives 
and students and midwifery students have the desire to usher birth. But I think it’s 
just different in a population where there’s a lot more disparity. There’s a lot more 
crisis and chaos and just difficulty in every day. And I think – I wasn’t even raised 
in an environment like this, so I’ve learned as well. And your level of compassion 
will elevate to no end if you are seeing it, if you’re living it. So I feel like if you see 
it and you feel it and you live it and you understand it, it is that much more 
important for you to be able to provide good care, good support. 
From beginning to end and wrap around and how can we better support you. 
What else can we do? What other resources can we provide?” – Multiracial Key 
Informant, Site 2 
 
 “No, because my background is, I grew up in rural America in a predominantly 
white neighborhood, so for me, you know, this was – this is not normal. The 
reason that I fit in and that it works is because I care. I don’t have the same 
stories. I don’t sympathize with them. I do empathize with them. My situation, I 
had my child at 23, so I know what it is to be young, pregnant, single. So yeah, I 
do sympathize with that part, […] But the social economic status and the poverty, 
I didn’t go through all that. I don’t know what it is to have my lights off, to not have 
my father in my life. I don’t know what any of that is, but at the same time, 
because I care about people, none of that matters the fact that I didn’t experience 




touched, I want to help. I want to be a piece of positivity in your life, whether or 
not it’s for five seconds, five minutes, or whenever. Whenever you enter, you 
know, I want you to feel the positivity. […] So no, you don’t have to be from this 
neighborhood or familiar with this population or the work. You know, I think all 
that’s required is that you care and that you want to help. That’s it.” –Non-
Hispanic Black Key Informant, Site 2 
“So when I walked back in the door, I was shocked. There weren't any patients 
here. So all the patients had left. So this place has always had a ton of patients 
so I was like, ‘Where the hell are the patients?’ So then I started listening to what 
the patients were saying, catching them outside. ‘They’re all stiff in there. It’s so 
cold. I feel like they’re judgy. Nobody of color.’ And so they were like, ‘I’m not 
going there.’ And also dealing with women who were just not getting care, period. 
So I start listening to the clients and then I told Development, I was like, ‘Listen. I 
know my people. We’re word of mouth people. Let’s do some good stuff in here 
and they'll come. Word will spread. Fancy fliers, nobody’s reading that shit so 
let’s do some good stuff. Let’s make some changes and I promise you, they will 
come.’ […]  I hired a lot of midwives of color [laughs] because I knew they 
needed to see people of color to feel comfortable again coming in these doors 
because it wasn’t just the midwife practice that was low. So was the primary. The 
numbers weren’t that great. Same thing at (other location). (Location), we 
couldn’t grow. We couldn’t grow. We couldn’t grow. I put two midwives there. 




“They're just looking for people who aren't going to be judging them, who are not 
going to be talking about them behind their back. They're going to be frank and 
honest and understand who they are, some of the social determinants that 
they're dealing with, and also whose opinion they value, whose input is being 
accounted for during the decision-making process of how their care is going to be 










Collaborative Team Care Model  
 
As part of the FQHC, the birth center is now integrated within a system of 
primary care and specialty services that serve the holistic needs of the entire 
family unit, including men, children, seniors, and people with chronic diseases. 
These services include obstetrics, family medicine, pediatric care, behavioral 
health, oral health, care coordination, home visiting, basic needs donations 
closet, and onsite phlebotomy and laboratory services. Included in the 
organization’s model of care is a strong focus on social determinants of health, 
and in particular, on housing security and employment.42   
Staff at this site are keenly aware of the socio-economic influences that 
local pregnant mothers can be impacted by in their daily lives. The FSBC has 
invested in a dedicated staff member whose sole role is to ensure that patients 
are screened for psychosocial and socio-economic needs and to then be the 
primary person to help establish the needed linkages within the community to 
adequately respond to those needs: “We do have great resources for our 
prenatal moms. So when they first come in, regardless of what their insurance 
company is, they meet with (name), who is the prenatal specialist and I told you 
she does the psychosocial assessment that’s required by the MCOs in (state). 
She also does that same psychosocial assessment for any prenatal mom 
regardless of the insurance, to determine the needs of our expectant mothers. 
                                                                
42 The FQHC offers homelessness prevention and remediation services, including eviction 




From there, she determines that they have a need for housing or a need for food, 
transportation, that’s what she works on trying to assist them in those areas. You 
know, they’re only coming here for a visit, but things that they experience outside 
of here that has an overall effect on that pregnancy and it’s like whatever we can 
do to try to ease whatever we can and offer the support that they need, is what 
we offer and what we do.” – Key Informant, Site 2 
Behavioral health care is another service available at this site and heavily 
integrated into the care of pregnant and postpartum women. It is a fairly new 
service being provided here, but one that is growing in utilization and one that 
was mentioned time and time again by key informants as contributing to the site’s 
high-value, high-quality model of care. As the behavioral health specialist 
explains, there is a large need for basic mental health literacy among the local 
population served: 
“Largely psychoeducation. Just understanding, familiarity, comfort with 
mental health as its own legitimate pursuit or support or need for resources or 
treatment. By and large I would say, of the patients that I see, 75, 80 percent 
have PTSD, meet criteria for PTSD, just by living in this neighborhood.43 And so 
a lot of my sessions are around emotional regulation and triggers and just 
                                                                
43 “So, this neighborhood back here, the original projects in (city), used to be, not that long ago, 
incredibly violent, to the point where the city had the checkpoints, and you couldn't come or go 
into that neighborhood without showing ID with an address within the neighborhood. City got sued 
for doing that. And it didn't change a thing. Didn't dent the murder rate at all. But (city) has been 
so long a victim of some intentional urban racism and redlining […] So there's so many layers. 
But the PTSD component comes from the intense violence. I think yesterday there were four 




bringing that awareness to – or, frankly: you're having a somatic response to a 
psychological feeling like chronic back aches or chronic headaches. Because 
culturally it's not okay to say, ‘I'm depressed’ or ‘I'm anxious,’ but it is okay to say, 
‘I can't today. I have a back ache.’ Which is fine. Good for you for taking some 
time for yourself. But building that comfort and that awareness around: you don't 
need a fentanyl patch for chronic back problems. What you need is some more 
intensive therapy to explore the psychological root cause of what might be going 
on.” – Key Informant, Site 2 
 
The above-mentioned staff members are typically present for the morning 
team huddle, where physicians, nurses, nurse practitioners, medical assistants 
and others discuss the day’s schedule, running through the list of patients 
expected for the day, and strategizing together to ensure that each patient 
receives all of the services and care she could benefit from, minimizing the 
possibility of her falling through the cracks.  
“(Prenatal specialist), she’s not just sitting, waiting for someone to call her to let 
her know. (prenatal specialist) is already reviewing the schedule in huddles. So 
we have huddles every morning where all the providers, one front desk person, 
(name), the behavioral health specialist, the patient advocate. There’s several 
people from every department. We meet, the providers talk about different 
patients that they want (name) to see, the behavioral health specialist. (Prenatal 




today. She knows that means okay, I have to meet with five women today. I think 
it’s just the way that we communicate with each other so when people come in, 
we’re not, you know, scrambling around, you know, even though in our minds we 
may be – but someone from the outside, it looks very well organized and most of 
it is because we communicate. We know what our roles are. We know that we 
only have a limited amount of time with the patient and we don’t want to interfere 
with the time that they have with the provider.” – Key Informant, Site 2 
In observing one such morning huddle, I had the opportunity to hear 
providers strategize how to ensure a specific postpartum patient coming in for 
her newborn’s wellness visit could also be checked for hypertension given that 
she had had preeclampsia during pregnancy. They also discussed connecting 
her with the behavioral health provider to assess whether there were any 
psychosocial needs preventing her from attending her own postpartum visit and 
wellness care. The nurses and medical assistants took note, as they were 
ultimately going to be the ones in charge of connecting all services. 
While certified nurse-midwives (CNMs)44 are the default level of care for 
pregnant women seeking prenatal care at this FQHC site, women who might 
require additional levels of care can be co-managed by the CNM and 
obstetrician, or be transferred over to the obstetrician if “risked out” of midwifery 
                                                                
44 There are a total of eight CNMs on staff at Site 2: five full-time, including the Director of 
Midwifery, and three per diem midwives. Midwives are generally scheduled for one 24-hour on-
call period and 2 clinic shifts per week, plus one weekend on-call shift every four weekends. The 




care altogether. Consultations with Maternal-Fetal Medicine (MFM) physicians 
are also available through the FQHC system of established collaborations and 
integration of services. Key informants at this site feel strongly about their 
relationship with the collaborating hospital that receives patients requiring a 
transfer: 
“We've had the same director, as an OB medical director, for the last - it's almost 
been three years now. It might even be a little bit longer, and she has been very 
supportive of the Birth Center and the midwives and I think that (Director of 
Midwifery) did a really good job at building that relationship and the trust that's 
involved in there. Multiple meetings on what we expect of them, what they expect 
of us, and then also, we've done as an organization just been very clear about 
who needs to be co-managed as a patient with a physician, who the midwives 
can manage alone, who should be transferred, and even more importantly 
sometimes, is that communication and documentation of all of that process. So I 
think right now we have a very solid relationship with the hospital.” – Key 
Informant, Site 2 
Group Prenatal Care, Lactation Support, and Volunteer Doula Program 
CenteringPregnancy™, the type of group prenatal care implemented at 
Site 2, was a recurring theme when discussing the high-value, high-quality model 
of care provided at the FSBC. It was evident that this was a model of prenatal 




promoting among the birth center’s patient population. In 2017, approximately 
160 pregnant women participated in the CenteringPregnancy program across 
two locations of the FQHC. Patients typically learn about group prenatal care 
during multiple touch points, including in written materials provided in the 
welcome packets and in posters visible in the waiting room. Women are also 
explained the group prenatal care model when engaging with the prenatal 
specialist at intake, as well as during individual care visits with the midwives early 
on in pregnancy. Pregnant patients are typically grouped according to similar 
gestational age when they reach 26 weeks of gestation and from that point on, 
they are scheduled to attend CenteringPregnancy™ sessions, in an “opt out” 
model, whereby all midwifery clients receive this type of care unless they choose 
otherwise.  
During facilitated sessions, patients engage with their clinical provider, 
other pregnant women and their families, as well as additional staff members 
from the birth center, including the family planning specialist, the behavioral 
health specialist, the patient advocate, the lactation counselor, and Healthy Start 
home visitors. CenteringPregnancy™ visits are billed as regular prenatal care 
visits, yet sometimes the center is able to bill for additional services depending 
on the amount of education a particular staff member may have provided in any 
one session. Participants are also provided with food, as well as a comfortable 




“And so, for some of the women, from the feedback I've gotten, ‘This is 
awesome. I have other women in this room that know exactly what I'm going 
through. We're all due around the same time.’ And we've even had some that 
rode together, walked together. They're building healthy relationships, especially 
if they don't have any other healthy relationships in their life at the moment.” – 
Key Informant, Site 2 
 
“The food is a big seller. I actually had a patient, who had to go see MFM, and 
we're co-managing here, but I had called MFM to talk about co-management 
versus transfer of care. She was like, ‘Yeah, the patient said she really would like 
to keep coming 'cause there's the food.’ And I was like, ‘Well, other things too. 
But sure.’ You know, if the food will get her in the door, yeah. […] And sometimes 
it's the only meal some of our patients may even have, depending on their 
financial means. If you're a young woman who's 17, 18 years old and you are in 
the streets and you're not on WIC, you're not on food stamps, this may be the 
biggest meal or the healthiest meal for you for the entire day. And so whatever 
we need to do to get 'em in here, we do. And it's not just one person. It's from the 
front desk, the midwives, to the MA, to the group care coordinator, to the prenatal 
care specialist: everybody trying to get the moms to come. And even right now: 
we're only really giving Pack 'n Plays to our group moms. If you want this Pack 'n 
Play, you actually have to come. It's not like come one time and then – you have 





Staff at different levels of the organization were keenly aware and proud of 
the improved birth outcomes that group prenatal care contributes to and touted it 
as a key strategy for the organization’s goal of reducing health disparities in the 
local community. Postpartum patients also referred to the amount of support and 
education received during group prenatal care as highly beneficial and a valued 
part of their care: 
“So my favorite thing about the prenatal care was like our little Centering books. I 
actually have the book they gave us. We could basically document the baby’s 
growth and also our blood pressure and heart rate throughout the entire 
pregnancy. And then you had different things to take away from it. So it talked 
about stress. It talked about your birth control choices after you have the baby. It 
talked about ways you can still be I guess – ways that you can still have your job 
and not be intimidated by different people who say ‘Oh, you can’t come back to 
work if you don’t have FMLA.’ They had a lawyer who came in and she offered 
her services based off of income. If you had any trouble with your employers. If 
you needed some assistance with maybe communicating to your employers she 
actually helped. I actually contacted her and she helped me draft my letter to my 
employer on how I could – my maternity leave. And then she told me how I could 
request for a space to express my milk when I came back to breastfeed. So I 
really enjoyed those types of services. It was always education. So I really liked 
that part. And they also offered us belly casts and we didn’t pay for those. I mean 




But they offered belly casts. They also had the play yard and they gave each 
mom a play yard. It was pretty nice. I enjoyed it. I liked the way we were able to 
communicate with all the moms. We could ask questions if we wanted to. If we 
didn’t want to ask questions somebody would normally ask them. So everybody 
was always interactive in the classes. It was pretty nice.” Non-Hispanic Black 
Mother, Age 22 (Site 2) 
The current staffing model integrates the use of volunteer childbirth doulas 
as a key support person in the intrapartum care team. The doula program was 
developed and is being managed by a volunteer coordinator who is charged with 
recruiting doulas willing to offer their services for free. She is also charged with 
scheduling doulas’ on-call periods45, as well as coordinating doula presentations 
during group prenatal care sessions. Typically, there are approximately 18 to 20 
doulas in the program, most of whom are newly trained and welcome the 
opportunity to offer their services while working towards their doula certification. 
A fewer number of participating doulas are more experienced, yet welcome the 
opportunity to volunteer their services because they are at a point in their career 
where, for a variety of reasons, they do not wish to take on many clients, but at 
the same time do not want to step away completely from the profession.   
Unlike with privately hired doulas, the relationship does not begin 
prenatally. When a woman indicates that she would like doula support, a note is 
                                                                




made in her chart and whichever doula is on call at the time the mother is 
admitted for labor, will be the doula called to the bedside to provide support. 
Doulas in this program can provide support in the birth center as well as in the 
hospital setting. Many patients typically learn about doula care for the first time 
during group prenatal care sessions, where doulas are regularly invited to 
participate and share about the services they provide. When discussing the 
demographic characteristics of the volunteer doulas, the coordinator shared that 
the current group of volunteers does not adequately reflect the racial ethnic 
diversity of the patient population served.46  While she is personally engaged in 
efforts to increase awareness about doulas within the local community in hopes 
of enticing more women of color to consider doula training47, system barriers still 
exist in terms of making the doula profession a more attainable career choice for 
women of low SES.48 That said, the limited on-call structure of this particular 
program could be an appealing way of entering the profession, while still working 
towards certification: 
“Especially when you're talking about women of color, there's an overwhelming 
amount of mothers that are doing it all by themselves. And so unless that mom 
has that really strong support system at home, it may be more difficult for her, 
                                                                
46 Nationally, childbirth doulas tend to also be a fairly racially homogenous group  
47 At the time of data collection there were no systems in place to systematically subsidize the 
costs associated with doula training. Training costs may be an additional barrier for local women. 
48 Doulas in this area are not normally reimbursed by insurance plans. Training and certification 
expenses may be prohibitive for some women, and the unpredictable schedule when supporting 




especially if she has children, to then find child care. Those are things that would 
usually be covered, had she been a private doula to someone that hired her as 
opposed to volunteer. So that can be a barrier as well. But for the women that 
are just starting and they're already pursuing the training, they kind of already 
factored these things in: how they're going to do it, how they're gonna make it 
work for them. And so I think the benefit of the volunteer program is that if you 
have your own private client, you're basically on call with them 24/7 for at least 
anywhere from a 2-to-4-week period. You don't know if that woman's gonna call 
you at 3:00 in the morning. You have no idea when you're gonna need that child 
care. Where, here, you pick your own day where you're available. So you can 
say, ‘Hey, I know the kids are gonna be with my sister this day or my mother. 
They're gonna be hanging out with grandma this weekend. I can volunteer this 
weekend to help.’ And I think that's what strengthens it. But, again, you've gotta 
reach out to the community, tell them what a doula is, and tell them that this is 
available, that they even have the opportunity to do this type of thing. Because 
when women are going, they may have an interest in doing it, but when they're 
reading it, they're like, ‘I don't know how I can make that work.’ So our challenge 
is to go into the demographic and say, ‘Hey, there's this program out here where 
you can actually be a doula without having to go out and get your own clients. 
You can already pre-plan the day that you're gonna be available.’ That's a 
uniqueness. You can't do that just going out there on your own as a private 




While postpartum home visits are typically part of a private doula’s 
agreement with her clients, volunteer doulas in this program are given the choice 
whether to offer postpartum support to clients, mostly because of concerns with 
safety in the women’s homes and neighborhoods.  
When discussing the importance of doula care with the local population, 
the topic of trauma history was brought up, given the higher prevalence of trauma 
among low SES women: 
“If you recall something traumatic happening to you and the pain that comes from 
it, you never wanna feel that way again. Because with pain, there's a 
vulnerability, just in being in pain. That's why we say a woman is at her most 
vulnerable state while she's in birth. And so here's a woman that's scared of 
losing control, that is absolutely not going to be in control in this process. And 
then if there's a mistrust of everyone around her – and I think that sometimes 
doulas can have a softer approach. […] So I think there is kind of like a 
counseling – like a minor peer-to-peer counseling factor in helping a woman 
overcome those fears. But if you don't wanna lose control, you definitely don't 
wanna feel pain, so you're probably like, ‘I want a C-section. I want this epidural. I 
want this thing.’ But C-sections – people give birth through C-sections. But also 
sometimes that is also maybe causing more complications. You have a woman 
that may be in this demographic all by herself; well, now she has to heal from a 




things, financially, starting off motherhood in a stressful state. And does she have 
support for her? A doula can help be sometimes that extra support postpartum. 
But if she doesn't have that in place and she's just a needle in a haystack for an 
OB that has many many many patients that they're seeing – or even a midwife... 
the follow up may not happen.” – Key Informant, Site 2 
Integrating volunteer doulas into the intrapartum care team at this site, 
seems to also be a cost-effective strategy to ensure a high-value, high-quality, 
family-centered intrapartum model of care. In addition to doulas, each birthing 
woman delivering at the FSBC is also attended by the Certified Nurse Midwife 
who is on-call at that particular time, as well as a Registered Nurse serving as a 
highly skilled birth assistant. A second midwife is also on call for hospital-based 
births. A local administrator credits a change in staffing policies, specifically no 
longer requiring two nurse midwives to attend birth center births, as an effective 
strategy in reducing staff burnout and turnover.  
In 2017, the FQHC registered a 90% breastfeeding initiation rate among 
mothers birthing in the hospital, and a 100% initiation rate among mothers 
delivering in the FSBC. A former birth center client has been serving as the site’s 
certified lactation counselor.49 In her role she educates patients prenatally about 
                                                                
49 While the lactation education and support services she provides could be billable, she believes 
that because she is not yet a registered nurse, the organization may not be able to bill for her 





infant feeding and lactation, during group prenatal sessions.50 She also provides 
education, support, and positive reinforcement postpartum during home visits, as 
well as during group care sessions where moms and their families meet 2-weeks 
postpartum to receive a mother-baby dyad wellness check, as well as engage 
with each other and a number of providers from the FSBC team51. As she 
explained, collaborative care carries over to the postpartum period as well, to 
ensure mom is adequately supported during this important transition time:  
“And I feel like I’m really fortunate to pick up where the baby is born and you 
begin that portion of your life. And I feel like having – making sure that you have 
that kind of postpartum support is also really, really crucial. […] And having the 
support, having the community health workers and care coordinators and patient 
navigators. It’s very important. And it is available to us right now. Having 
behavioral therapy. All of the moving parts that we have right now, […]  And I 
know the patients are really benefitting from it as well. So, I think, really just to 
see that whole big picture and not put all of the weight simply on a midwife or on 
the midwifery aspect of it, because it is all of us. It takes the whole team, the 
whole spectrum.”– Key Informant, Site 2 
Despite the challenging history and transitions this birth center has 
                                                                
50 When the FSBC reopened its doors, it also launched CenteringPregnancy™: a nationally-
certified group prenatal care program that has shown to improve birth outcomes among its 
participants 
51 In postpartum group sessions, mothers can engage with the family planning specialist, the 





experienced, and continues to experience to some degree, there are also 
significant underlying strengths that continue to set it apart from other 
freestanding birth centers in the U.S.  
The staff’s commitment to serving the holistic needs of local pregnant 
mothers and their families was evident during data collection activities. In the 
absence of strong nonprofit management practices in its past, the birth center 
has greatly benefited from being acquired by a Federally Qualified Health Center 
and continues to enjoy strong leadership support and benefit from organization-
wide shared services such as human resources, communications and 
development, and finance. While challenges continue to be encountered, 
strategies have been identified and are being implemented to seek to continue 
expanding equitable access to midwifery-led birth center care among low SES 
populations in this jurisdiction. The Cross-Site Analysis in Chapter 4 will present 
these strategies.  
 
3. Site 3: FSBC in Urban Center in Northeastern State 
As explained in Chapter 2, given initial variations in findings originating 
from key informant interviews at the first two study sites, I found that in order to 
more reliably examine Propositions 1 and 2 related to FQHC-status, I would have 
benefited from including a third site that was deliberately seeking to diversify its 
patient population, had been financially viable for a number of years, and had 




For this purpose, a third in-depth case study site (Site 3 – An independent 
nonprofit FSBC in an urban center in the Northeast US) was selected, through 
snowball sampling, in the second phase of the study. While the proportion of 
publicly insured patients and patients who identify as of minority race/ethnicity is 
not higher than the average of such patients delivering at birth centers nationally, 
this site stood out among peers at the first two sites, as a notable example of 
financially stable independent practice (not operated by an FQHC) that is taking 
deliberate actions to increase utilization of its services by publicly insured women 
and women of color.  
Located in an urban center in the Northeast United States, this is the only 
licensed and accredited FSBC in the western part of the state in which it is 
located.52 Not only does it attract expecting families from the local community 
and surrounding neighborhoods, but its clients also travel one or more hours in 
distance to receive care here, not because of a lack of maternity care facilities 
closer to their residence, but rather because of the desirable alternative model of 
care it offers to families.53 Since its establishment in 1982 the center has 
provided primary gynecological and prenatal/postpartum care to thousands of 
individuals and has supported the births of more than 6,000 babies. Just like 
Sites 1 and 2, this midwifery-led birth center is also able to support births in both 
                                                                
52 There are an additional five other freestanding birth centers in the eastern part of the state. 
53While observing a group orientation session for prospective clients, I noted that out of five 
participating women, four had traveled at least 1 hour to come to the birth center. Of these, two 
had traveled from out of state (two separate neighboring states). One woman remarked she had 




out-of-hospital and in-hospital settings, offering a broad spectrum of maternity 
care choices to its clients and their families. In 2017, the site as a whole 
registered 461 prenatal patients, of which 376 were then admitted for labor and 
birth54, with approximately half taking place in the birth center and the other half 
taking place in the collaborating hospital55 where the eight certified nurse 
midwives on staff56 have admitting privileges. See Table 15 below for more 
demographic characteristics. 
 
Table 15: Demographic characteristics of maternity care clients at Site 3 (2017) 






White 87% 83% 
Black/African American 7% 4% 
Hispanic/Latino 1% 10% 
Other 5% 3% 
Insurance Status 
Commercial Insurance 81% 54% 
Public Insurance 17% 26% 
Self-Pay 2% 14% 
 
This freestanding birth center (FSBC) is not embedded in a Federally 
Qualified Health Center (FQHC) like Sites 1 and 2, but rather, it is incorporated 
as an independent nonprofit organization. This is an organizational structure that 
                                                                
54 Attrition is due to miscarriages, terminations, relocations, higher risk requiring specialty care, 
etc. 
55 Pregnant women can decide from the onset of their care, to have a planned hospital birth with 
the birth center midwives. 
56 The eight midwives include the clinical director, who does limited clinical hours, and two 
midwifery fellows. Included in the eight midwives, are two midwives who are serving on less than 




is fairly unusual among FSBCs in the US, as the majority of them are mostly 
incorporated as independent for-profit entities.(69) The executive director credits 
its nonprofit status as a key contributing factor to its deliberate orientation 
towards and ability to focus on expanding equitable access to birth center care 
for publicly ensured clients and women of color. The following section describes 
the establishment and evolution of the center, as described by key informants 
and documents reviewed for the study. 
The development of the center 
 This birth center transitioned through a number of iterations before landing 
in its current location and before being managed under the current organizational 
structure. First established in 1982 as the first licensed freestanding birth center 
in the city, Site 3 was acquired by a local hospital three years later (1985) after 
the only malpractice carrier available to nurse midwives in the state dropped 
coverage for independent freestanding birth centers. The center was then loosely 
managed for the next eleven years under the hospital’s administration. In 1996 
the birth center was acquired by a second hospital, where it temporarily relocated 
its midwifery services before opening another freestanding location adjacent to 
the hospital a year later (1997).  
After experiencing organization-wide financial strains, the hospital 
announced in March 2000, that it would close its birth center in the next six 




rethink its decision and to, at a minimum, maintain its services until currently 
enrolled clients could give birth, as planned, in the Fall. These efforts were 
successful in slowing down the transition and afforded the birth center midwifery 
staff a few more months to begin planning for its next iteration. During this time 
the birth center staff and client advocates were successful in winning a 
settlement that allowed them to retain the center’s name, as well as some of the 
furnishings that the hospital had purchased specifically for the birth center. A 
founding nonprofit board of directors was established, recruiting mostly from its 
client base, to ensure a strong leadership body to oversee the transition: 
“I initially got involved as a client advocate. And then when they were getting 
serious about forming the new nonprofit, they invited me to be on the founding 
board of directors, knowing that I had a background in nonprofit management. So 
they looked to the client base first to get a diverse skill set on the board. So there 
was a lawyer, there was an architect, me coming from nonprofit background, a 
couple people with marketing backgrounds, HR. So we were kind of the founding 
board.” – Key Informant, Site 3 
A former client with nonprofit management experience and strong 
advocacy skills emerged as a leading voice in the planning stages for the re-
envisioned freestanding birth center. Invited to serve as the Executive Director 
for the newly incorporated non-profit practice, this former client has now served 




financially stable organization with a yearly operating budget of approximately 
$2.5 million and a steady presence in the community, widely recognized by local, 
county, and state government for its high-value, high-quality care and services 
See Table 16 below for a more detailed timeline.  
During key informant interviews and in reviewing key documents shared 
by Site 3, it became increasingly apparent that this birth center had indeed 
adopted ‘expanding equitable access to birth center care’ as a strong focus and 
an integral part of its organizational identity, confirming the reports from key 
informants at Sites 1 and 2. The following sections describe the challenges and 
strengths associated with efforts aimed at diversifying the birth center’s patient 




Table 16: Site 3 timeline 
  
Timeframe Event 
1982 Opened as first licensed, freestanding birth center in the city (nonprofit status) 
1985 Acquired by Local Hospital 1 
1994-1997 Staff midwives design and execute innovative Healthy Start program providing gynecological, prenatal, and intrapartum care to local incarcerated women.57 
1996 Birth center is acquired by Local Hospital 2 where it relocates and changes its name  
1997 Birth center opens a new freestanding location adjacent to Local Hospital 2 
March 2000 Local Hospital 2 announces it will downsize several departments due to financial strains. As part of this move, it will permanently close the birth center in six weeks. 
Spring 2000 Birth center clients and supporters rally at Local Hospital 2 to keep birth center open until November 2000.  
June 2000 Birth center becomes incorporated as an independent, non-profit practice 
July 2000 Local band performs a benefit concert that raises over $40,000 for the birth center 
December 2001 Birth center launches its first Capital Campaign to build a new, freestanding birth center for local families 
February 2003 Birth center launches weekly walk-in service to women who experience barriers to quality care 
July 2003 Birth center receives state licensure from DOH and resumes its out-of-hospital intrapartum care services 
August 2006 Birth center launches monthly walk-in program to better serve increasing number of Latina women  
Spring 2007 Birth center is officially recognized by the state legislature, local city council, and county government for its 25 years of quality service 
December 2009 Change in collaborating hospital (to Hospital 3) after the prior collaborating healthcare system (owner of Hospital 2) moves its labor & delivery service to a different hospital (Hospital 4) 
August 2010 Birth center launches its midwifery fellowship program 
Fall 2010 Birth center completes first round of renovations supported by second capital campaign 
May 2012 Birth center awarded proclamation from local city council for its 30 years of service 
2012 Birth center leadership begins planning for building (and practice) expansion.  
2013 5000th baby born with the birth center 
2014-2017 Expansion plans become a reality, when the newest capital campaign raises more than $3.9 million 
July 2016 Groundbreaking ceremony for building expansion 
                                                                
57 This is the first documented effort on the part of the birth center to provide care to underserved populations, pointing to early efforts well 
over twenty years ago, to have a leading role in expanding equitable access to midwifery-led birth center care for local women of low 




Challenges identified by key informants and/or observed by the researcher 
Swimming upstream in a city perceived as being highly racist 
 While the topic of health disparities and culturally-competent care was 
discussed during several interviews at Sites 1 and 2, a related topic that was 
raised repeatedly by most key informants at Site 3, was the issue of racism in the 
city where the birth center is located. Racism was discussed in relation to 
different challenges experienced by the birth center, as well as in relation to the 
underlying mission of the organization: to improve birth outcomes among 
underserved populations. The keen awareness and willingness to speak about 
this challenge was, to some extent, a reflection of the internal work that members 
of the birth center leadership had shepherded in recent years by investing in staff 
development and culture change. Every six months, all staff members of the 
organization participate in an in-service training specifically focused on diversity 
and inclusion. Staff members who had been with the organization for a number of 
years remarked on the changes and evolution that the staff had managed to 
undergo through this process:  
“When I was a nurse here I was a part of some very awkward conversations that 
kind of wound up focusing on white guilt and a lot of defensiveness. And there’s 
still some baby steps happening, but people – a lot of people seem to have 
moved beyond that.” – Hispanic White, Key Informant, Site 3 
 




the terrible numbers for especially women and babies in (county), especially 
women and babies of color in (county). We talk about that as being a part of our 
mission here way more than anywhere else I’ve ever worked in (city). And I really 
believe that it’s got to be taken on somewhere. I love working with likeminded 
coworkers who are really supportive of women and moms, and taking on for 
themselves, challenging in themselves old racist ideas, old classist ideas. We 
don’t just say ‘We’re not racist or classist here.’ Like, we have these big meetings 
all together with speakers that come in to speak with us so that we can actually 
try deeply to dismantle it and see how we can achieve our mission while being 
admittedly a pretty white staff. That’s a challenge. You know, we can’t just say 
‘Hey, we’re here to save the day. Come on in.’ It is not that simple. There’s a lot 
more baggage than to just say that should be the answer. But they’re looking at 
the hard questions. I’m just really proud of this organization and really glad to be 
here.” – Non-Hispanic White, Key Informant, Site 3 
 
 As some key informants observed, interpersonal racism has been 
experienced on a number of occasions by birth center staff and, in some cases, 
has been perpetrated by colleagues at partner organizations, as well as by 
clients themselves, particularly towards staff members of color:  
“One of the most racist cities I’ve ever experienced. I mean really – first of all, it 
does not attract immigrants. And so because there’s less immigrants here, I think 
people are even more racist. And there’s not a huge middle class African 




mean I’m not an expert on it, but I just… I see racial profiling at the hospital. Like 
completely tangible racial profiling. To the point that I had to take it to the 
president of the hospital because one of my own midwives had – kept coming in, 
in the middle of the night and they were searching her bags and stuff. And you 
know I’ve been there for eight years. No one’s ever even talked to me when I 
come in, in the middle of the night. And she has her badge on and everything. 
And I see it not only with my staff, but the way the clients are treated in the 
hospital. In the way our own clients, who are not of color, have treated our staff 
here that are people of color. I mean this is an extremely racist city.” – Non-
Hispanic White, Key Informant, Site 3  
 One key informant raised the concept that in order to achieve the goal of 
further diversifying the birth center clientele, the organization also needs to be 
aware of and responsive to whether it is unintentionally perpetuating “entitlement” 
among upper-middle class clients and allowing for “micro-aggressions” to enter 
the birth center space, which in turn can be off-putting for staff and low SES 
clients of color.  
“We can't enable the entitlement. If you want to be inclusive, you can't say that 
we have to work with everybody. Those people that you accept in your practice 





As explained by two separate key informants, unintended micro-
aggressions or deterrents can also take the form of visual representation in the 
physical space through choices of décor and furniture: 
“Well, this isn’t necessarily about access, but I do have this one thing that just 
drives me nuts, and that would be that in our artistic representation of women of 
color here at the birth center, it is largely barefoot women in Africa with babies on 
their back. And I don’t think that’s our clientele. I mean, I’ve never seen anyone 
barefoot walking in the door with a baby on their back. Walking like they just 
walked off of the sand. So we have all of these Caucasian women breastfeeding 
their babies. They look like, you know, it’s somewhat recent, in the past like ten 
or twenty years, and I feel like we have this white fantasy of blackness that we 
represent in our artwork of these like tribal women. It’s not you know, there aren’t 
men around. It’s these like Afro ladies running around barefoot. And I think that 
could be improved. There’s a fantastic poster upstairs outside of our classroom, 
and it is of a braided, modern-looking woman holding her baby, and that’s my 
favorite. I wish we could expand that kind of art.” – Non-Hispanic White, Key 
Informant, Site 3  
 
Several key informants shared that the experience of discrimination and 
racism could be a barrier for retaining competent staff of color, many of whom 
may prefer to relocate to more diverse, welcoming, and integrated communities 




“It’s really huge, yeah. A lot of people have left (city). I know a lot of people. I’m 
still here, but a lot of people I know, a lot of colleagues have left because of this. 
It’s everywhere, but sometimes you go to other states and you feel more 
accepted. You’re able to get the kind of job you want, start your own business, 
things like that. Lots of things. So many things.” – Non-Hispanic Black, Key 
Informant, Site 3 
“Whereas this city – there's not a lot of – in comparison, it's a very white city. 
There's not a lotta people of color here. There was at a point in time. But with the 
migrations and gentrifications – and I know a lotta people that, since I was a kid, 
just left this city because it's just really hard to advance here. I've had friends 
recently that leave because of racial discrimination through our work. Whenever 
you're having to train someone to come in and supervise you – ‘If I can train this 
person, why can't I be a supervisor?’ And so it's just a lot of that underlying, 
indirect – I don't even know the word that is best to describe it. But it's kinda like 
the underlying race issues that happen that people just don't have time for. So 
there's pockets of people I know all over the United States that have just pretty 
much left this city. So this city doesn't do a good job of retaining the black people 
that leave to go to school to come back. Because they don't feel as though 
they're coming back to anything worth value when they're gonna get treated in 
certain ways […] But I definitely would say that there's a lotta people who, like 
me, would rather just go. Because you know your place here in the city. You 




nurses. But they leave too. They go be travel nurses. […] I don't know. I've had 
people that I know that did great work here at the county level and they're going 
back to their hometowns because it's just not here. So there's a lotta underlying 
things. This (the birth center) is kinda like the light in the darkness. So this makes 
me wanna stay. This. But otherwise I'd probably be out. I'd wanna leave.” – Non 
Hispanic Black Key Informant, Site 3 
One key informant recounted the story of a certified nurse midwife of color 
who was not originally from this city and had recently chosen to leave the birth 
center and relocate elsewhere for a number of reasons, one of which was the 
difficulty in finding a supportive community in a local environment that feels very 
racist: 
“This is a hard city to kinda navigate into when you're not from here, to meet 
people that look like you. You could probably go to a church, but it doesn't mean 
that everyone's very welcoming with new people. So I think a lot of that too didn't 
really help, with community-wise: she couldn't find her community here. And this 
is not an easy city to do that in. If I wasn't born and raised here, I would struggle 
too, with a community. And this is just a well-known fact. This is not a very 
welcoming city for people of color, if I can say that? It’s not very welcoming. It 
has tendencies to be a racist city in many aspects.”- Non-Hispanic Black Key 
Informant, Site 3  




to overall birth outcomes across the city, as well as in relation to witnessed or 
reported patient care experience at other local facilities. This discussion was 
often integrated into key informants’ explanation of their own motivation for being 
involved with the birth center and for their personal drive to be an active 
contributor to improving the health and wellbeing of local populations 
experiencing disparate adverse outcomes:  
“A lot of times, women aren’t given options. They’re treated differently because of 
the color of their skin, because, you know, unmarried, ‘I’m on medical assistance 
insurance’ and we see the unfair treatment. Something else that keeps me going 
is infant mortality rate in (city) is outrageous among women of color. We are 
trying our best to lower those numbers through education, through breastfeeding 
education and… things like that keeps me going. This is why I do what I do. […] I 
think a lot of women don’t complain. They complain to us, they complain to their 
family members. They complain all over, but they don’t complain to the people 
that should hear it, to hear their story.” - Non-Hispanic Black, Key Informant, Site 
3 
Some of the postpartum patients interviewed for the project at this site 
also shared comments about how racially segregated the city is and how this 
racial divide has been insidiously affecting their daily wellbeing and comfort 
levels. One participant recalled an immediate feeling of relief when seeing a 




positive experiences with all the other healthcare providers at the site:    
“I mean that was honestly one of the first things that I noticed with my third child, 
which was my first birth at the (birth center). I got the midwife on call and I knew 
that going in, that you know, you may get whomever, that's why they try to have 
you see everyone there. But I never had her, I never got prenatal care with her 
and she was an African American lady and I was just really, really excited, I was 
thrilled about it. Yeah and then my doula at that time was also an African 
American. So it was very, it was very, very comforting for me. Especially with it 
being my first experience at the (birth center). It's just that immediate relatability 
with people, there's just culture differences and certain nuances that not every 
culture will get and understand and for me it was just very important, it was very 
comforting, especially with my husband, too. We live in an area that's 
predominantly white and we'd sometimes go out to eat just where there's just 
more people of color, just so you can just not be so on edge and just like always 
kind of like looking over your shoulder. Not even to say people are even 
concerned with us being there, but it's just a certain level of comfort that we have 
sometimes just going out to just eating out further from where we live. But yea, 
it's pretty much that, just knowing that there's that relatability and just kind of 
looking at yourself.” – Non-Hispanic Black Mother, Age 30 (Site 3) 
Key informants described various levels of racism, including the more 




generational effect of racist policies on the local population’s strained living 
conditions and adverse health outcomes. In such discussions key informants 
recognized the broader complex context in which the birth center is operating, 
aware that while midwifery-led birth center care can be a part of the solution 
towards improving maternal and child health, more policy-level efforts aimed at 
improving social determinants were necessary to achieve a more sustainable 
and wide-reaching impact. As a local nonprofit organization focused on improving 
outcomes for underserved populations, Site 3 has invested in a Community 
Engagement Coordinator, whose role also includes attending community events 
and meetings centered on the broader issues fueling health disparities, and 
forging partnerships with other organizations whose sole mission is to mitigate 
social determinants of health.58   
Staff recruitment and retention 
Attracting and retaining a diverse and well-trained healthcare workforce 
surfaced as a perceived challenge from several key informants at this site. As an 
independent nonprofit practice, Site 3 cannot take advantage of national loan 
forgiveness programs developed to recruit newly trained health care 
                                                                
58 While conducting a site visit for data collection at Site 3, I had the opportunity to accompany the 
Community Engagement Coordinator and observe two such meetings. One was a community-
wide provider meeting centered on the healthcare and psychosocial needs of refugee 
populations, while the other was a community-wide screening and discussion of the PBS 
documentary series “Unnatural Causes” hosted by a young female African American mayor from 
a neighboring community. The birth center had been in talks with this mayor to collaboratively 
identify ways to more effectively reach out to and engage with women of childbearing ages 
residing in this predominantly African American community located right outside the city in which 




professionals to serve in Federally Qualified Health Centers and provider 
shortage communities. Absent such a tool, the organization developed an 
alternative program that helps attract new nurse midwifery graduates by paying a 
fairly competitive salary, providing solid mentorship opportunities, and allowing 
for student loans to be put in deferment during the duration of the fellowship. This 
year-long fellowship program has introduced a number of certified nurse 
midwives to out-of-hospital birth and many of its graduates have remained on 
staff upon completion.  
At the time of data collection, the birth center had two midwifery fellows on 
staff, and six additional certified nurse midwives, including the clinical director, for 
a total of eight CNMs on staff. Of the eight, one identified as Hispanic and one 
identified as Black. The others were non-Hispanic White, some of whom spoke 
Spanish fluently. The nursing staff was described by key informants as also 
lacking racial/ethnic diversity.  The lack of racial/ethnic diversity among its 
midwifery and nursing staff was brought up by several key informants as an 
opportunity for improvement in their staffing model, specifically in relation to the 
organization’s goal of increasing utilization of their care services by local women 
of color. Most key informants raised the issue without being prompted, evidence 
that this has been a top-of-mind issue. They believed overwhelmingly that 
racial/ethnic representation was important to achieve their goal of better serving 
the needs of clients of color, a belief that was also shared by some of the 




that racial/ethnic concordance between patients and providers can contribute to 
higher levels of trust, which is particularly important when serving populations 
that have been historically marginalized and exploited in healthcare settings: 
“We hear from (name), who's our one African-American midwife, that when black 
women come to see her – she talks about how they're just like: [breathes out] – 
it's a relief. And I'm just paraphrasing her. Because people walk in the room to 
get care and they know that she probably has had some similar life experiences. 
Even though (name)'s – as far as I know, I'm pretty sure she comes from a very 
middle-class, educated family. But being black in this country, you're gonna have 
a certain set of experiences that I, as a white woman, will never know. So I think 
that does make a difference to people. And people do ask to see her.” – Key 
Informant, Non-Hispanic White, Site 3  
 
“But people, I think, have felt like they had come here, didn’t see anybody who 
looked like them, felt sometimes like they were pushed out the door for what they 
were told were medical reasons but to them it didn’t resonate. So whatever the 
actual reason is, and sometimes it's like, is there an objective reason? You know 
we’re all biased. And we all have emotional reactions to getting news about our 
health. So there isn’t really an objective experience of care here. I’ve heard from 
a lot of people, where to me I could understand, as a nurse or a midwife, why 
they were told ‘You need to go to the hospital or you need to go to an OB, we 




especially black women, experience higher rates of preeclampsia, hypertension, 
diabetes. I know that. And it’s a very different experience to be sitting here and 
having somebody, who you think doesn’t relate to you, tell you ‘We can’t serve 
you anymore. You have to have a C-section. You have preeclampsia.’ And it 
breaks my heart every time I see it. You know I just saw that somebody was 
diagnosed with preeclampsia, severe preeclampsia. And I’m like, ‘No, not 
another black woman.’ It just – I understand that it happens. I see the rates. But 
we need to tailor it to… this is an individual experiencing this. We all know the 
stats. But is she gonna feel like we left her? Is she gonna feel like, oh, it’s, you 
know, ‘Because I’m black I got moved to the hospital?’ And I think that’s a lot of 
the community concern about coming here in the first place.” – Hispanic White, 
Key Informant, Site 3 
 
“Well there's too many white people. I don't have a problem. I don't have a 
problem, but I do think that unless you see more of your face, you're not going to 
be comfortable with something. You're not going to trust them. Like I said, black 
people don't trust hospitals to begin with. So you're entrusting people that have 
always been in a position of power or authority in a place and environment that 
can take your life versus saving your life and now you're entrusting that with your 
baby. And then the people not only - and then people who come here aren't like 
you. They probably don't like you. 59” – Non-Hispanic Black, Key Informant, Site 3 
                                                                
59 This last sentence refers to the perceived lack of diversity in the client population as being a 




“I don’t think we can always put ourselves in someone else’s shoes. I don’t think 
we can really know what it feels like to belong to a group that has excellent 
reasons to mistrust white caregivers. Recently, in the past year, there was that 
statue of the gynecologist in, is it D.C.? Where there’s this gynecologist who, 
killed, murdered, maimed women of color and yet he’s got this statue as like the 
father of gynecology. How can it feel to walk into a building again knowing that 
you do need help, but most of the staff is white? There’s just such deeply 
engrained feelings of mistrust, I imagine, that go back maybe from things that 
these women haven’t directly experienced, but probably not too far back. Their 
mothers, their grandmothers. Whatever that situation must have looked like when 
they were getting their maternal care. They have good, deep reasons for 
mistrust. And like the same way that I hold odd opinions about, you know, people 
dying in threes. Because my grandmother told me it’s true. I feel that we need to 
listen to women of color and really try to understand what will make them feel like 
this place is theirs, too. Not just like they’re welcomed here, but it’s theirs. 
Because I feel like it’s mine. I don’t know if I was a woman of color, if I would feel 
like it was mine right off the bat.” – Non-Hispanic White, Key Informant, Site 3  
 
Key informants highlighted efforts taken to increase staff diversity in recent 
years, but also raised a number of perceived barriers regarding the ability to hire 
and retain a more diverse staff. Key informants made the common observation 
that there is a lack of diversity in the healthcare field, in general, as well as in the 




at Sites 1 and 2. Additionally, key informants spoke of challenges tied to a lack of 
exposure to, awareness of, and training in out-of-hospital birth models might 
contribute to birth center careers not being identified as a viable and attractive 
option by nurses and midwives. This last issue is believed to be compounded in 
the African American population, as remarked by key informants at all three sites, 
due to decades of racial segregation in the United States that led to women of 
color being denied access to hospital-based maternity care, making the out-of-
reach hospital-based care appear as the most desirable option.60 
 While members of management at this birth center generally felt that 
salary levels for registered nurses were competitive compared to other local 
healthcare facilities, they pointed to “on-call life” and scheduling challenges tied 
to the birth center model as an obstacle for recruitment and retention, especially 
when it comes to per diem nurses: 
 
“So casual nurses have to do a minimum of forty-eight hours on call per four 
weeks scheduled. […] So they have to give me the available forty-eight hours. 
Which is another thing with recruiting people. It’s hard to recruit nurses in general 
at the birth center because you have to be available, meaning sober, thirty 
minutes from the birth center, driving to places in two cars, forty-eight hours a 
week. Childcare in case you’re called in. So our calling rate is just under 50%. So 
rarely are they going to come with a ninety-six-hour, two-week pay period. I 
                                                                
60 These perceived barriers were raised at all three sites, and mirror some of the stated perceived 




mean, it could happen. Like October is typically a busy month, but most times 
they’re not going to work forty hours a week. Some nurses get burned out from 
the mental energy of being on call. Like you know, you kiss your kids good night 
and say I don’t know if I’m going to be in the morning. I might not be here in the 
morning. You’re going to have to get yourself on the school bus. So some people 
not knowing ‘Am I going to be on call?” so some people don’t adapt to that way of 
life. Although in like ‘boots on the ground time’ you really make out if you’re 
getting called in half the time. You’re getting paid for forty hours and you’re 
probably working twenty-four to thirty. But you’ve got to be prepared to work, so 
it’s very different than being a nurse in a hospital where you just show up at your 
start time, you go home at your end time, and that’s it. And your free time is your 
free time. You know, you’re not on call another day.” – Key Informant, Site 3 
 Other key informants spoke of salary as a challenge for both midwives 
and nurses, but they also spoke about the difficulty of being the only (or one of 
few) clinician of color on staff, as sometimes being a stressor and a threat to 
retention: 
“I think it's kinda hard to be the only black midwife here, for the only black 
midwife. Just because, from what I've learned from her, some of the clients will 
wait until they see her, or not necessarily wait, but when they do, they overpour 
all of these things that they haven't said to any other provider. And not to say that 




chart, and they were just told, ‘No, I don't need any of that.’ And then they see 
someone that looks like them and they kinda overpour. And just really keeping 
that portal open. And it's kinda like where we can all provide you with care – 
some of our clients still just feel more comfortable with the representation of 
someone. […] I think, staff-wise, it's not so bad. There's a few brown people 
here. We have a black person in the front office, someone's on intake, (names 
black midwife). One of our midwives, our fellows, is Latina. So it's definitely – we 
have board members that are black. I wouldn't say that we're 50/50, but I don't 
feel – as far as the nurses go, it's hard. And I think a lot of it is too: nonprofits 
don't pay as lucrative as private institutions or organizations. And so we battle 
with that. Because, as a black person, sometimes you have to think about the 
cost that you need to sustain your families and take care of the ones you love. 
And sometimes you can't do what you love for the sake of what you're 
responsible for.  […] But the thing about that is: here it's a salaried job and you 
get paid whether you're on call or not. Whereas the hospitals: you have to work 
to receive your money. And then the shifts here are 12 hours just like at the 
hospital. […] And then most likely you have to start off as casual, which is not 
guaranteed pay in most instances, before they really want you to come into the 
nursing. Just because a lot of our nurses stick around. And usually the casuals 
apply to be the nurse replacement. So I think it's kinda hard, just in a sense of 
what we can afford to pay. But the people that are here, are here because they 




 Overall there was agreement among management staff that it was 
challenging to recruit and retain experienced nurse midwives because of the 
nonprofit’s inability to offer competitive salaries, which, compounded by the birth 
center on-call schedule might make hospital-based midwifery care more 
appealing for some nurse midwives. While the salary level is below the local 
average, the members of management shared that the total compensation 
package may be more appealing when taking into consideration benefits offered 
(i.e. no-deductible health plan and retirement contributions). Overall, a central 
theme was the staff’s commitment to the model of care and to the organization’s 
mission, being a stronger pull than compensation: 
“We attract people that really feel strongly about the way they deliver care. So, 
again, they choose the philosophy of care over the pay. Because – and there’s 
no judgment against people who can’t, you know. I understand. So we attract 
people that feel very strongly about delivering care they want, the way they want, 
and have a dedication to out- of-hospital birth, and also at our particular birth 
center, to vulnerable populations. So I mean I can’t say enough about the people 
that come to work here. They are very unique, strong women. And I’m grateful to 
work with them. […] In (city) new midwives are making close to six figures, or six 
figures, you know. A lot of midwives who are way less experienced than me are 
making much more than me. And our new midwives, when they come for a 
fellowship they make about $60,000. So it's very significant. We get closer into 




Organizational friction between two major local healthcare systems (“The big 
divorce”) and its impact on the birth center’s operations  
 
The birth center at Site 3 holds contracts will all three Medicaid MCOs 
covering the geographic catchment area. For all three contracts, the collaborating 
hospital where birth center midwives practice in, is in-network, posing no barriers 
to publicly insured patients seeking birth center care, who might require a 
hospital transfer, or who might prefer a planned hospital birth attended by the 
birth center midwives. However, privately insured patients, who constitute the 
majority of clients served by the birth center and whose care is reimbursed at 
much more favorable rates, may encounter access issues depending on which 
insurance plan they are covered by.  
Several key informants discussed issues tied to what is locally referred to 
as “the big divorce” between two major local health care systems each affiliated 
with their own health insurance company. Health Network A operates the hospital 
that serves as the collaborating hospital for the birth center (Hospital A). Health 
Network B operates another local hospital (Hospital B) where the midwives do 
not currently attend births. Private patients insured by Health Plan A may receive 
care at the birth center prenatally, postpartum, as well as during the intrapartum 
period. Should the clients require a transfer (or prefer a planned hospital birth), 
they would be able to receive intrapartum care at the main collaborating hospital 
(Hospital A) and still be cared for by the birth center midwives without any 




Health Plan B may receive care at the birth center (in-network), but should they 
require a transfer they would need to be transferred to the Hospital B where the 
midwives do not attend births, to avoid costly out-of-network out-of-pocket 
expenses, leading to a possible interruption of care and provider. This 
circumstance, led by one hospital health system not accepting the health care 
plan owned by the competing health care system, has led to the birth center 
losing prospective clients who did not feel comfortable risking an interruption in 
care and provider in the event of a necessary transfer: 
“So we're seeing increases with all of those services (pregnancy, gynecological, 
behavioral health care). But probably not as much as we initially thought because 
this whole situation that we have here with the two hospital systems being owned 
by two different insurance companies. […] It's much much bigger than us, this 
whole insurance-hospital split. It's referred to around here as ‘the big divorce’. 
These two systems are fighting. And it's in the context too of just, nationally, 
these narrow networks. That's basically what they're forming: they only want 
people with their insurance to come to their hospitals and facilities. And so they're 
not gonna have people with their insurance go to the other system. So we don't 
see it changing. We certainly tried, and we tried to get a carve-out to allow 
people with (Insurance B) to go to our primary-referral hospital. We've certainly 
talked with legislators about it. But it's much much bigger than us unfortunately.” 





When asked about whether efforts had been made to secure admitting 
privileges at the hospital in Health Network B, administrators clarified that the 
midwives did indeed have admitting privileges at Hospital B, but explained two 
primary barriers. The first one was the inability on the part of the hospital to 
identify a provider group willing to commit to serving as the back-up physician 
group for the birth center midwives: 
“We've always had one dedicated collaborating physician group and we think 
that's the best way to provide care. 'Cause there's that good communication. The 
physicians know us. They know our protocols. They know when we transfer and 
that we transfer consistently based on those protocols. And they haven't been 
able to identify one group for us, and that's the way that we practice.” – Key 
Informant, Site 3 
 
Secondly, should this first barrier be removed, the birth center would still 
need to increase the number of midwives on staff to ensure the birth center’s 
capacity to schedule three midwives on call at any given time to allow for the 
eventuality of birth center providers needing to attend births at three separate 
locations at the same time. The administrators could, as an alternative, increase 
on-call periods for existing midwifery staff, at the expense of staff job satisfaction 
and quality of life: a prospect they were not willing to entertain as a feasible long-
term solution. A business decision would need to be made about the financial 




midwives, to accommodate a third site of service for intrapartum care. 
Notably, the challenges identified by key informants are heavily influenced 
by broad systems-level forces (i.e. institutional and interpersonal racism in the 
local geographical context, healthcare systems and inter-organizational conflict, 
persistent misconceptions and lack of awareness of midwifery as a viable career 
and health care option among low SES populations). Following is a brief review 
of strengths, as identified by key informants and observed by the researcher, 
most of which are more closely aligned with the organization’s sphere of control 
and direct influence.    
Strengths of the model as perceived by key informants and/or observed by the 
researcher 
Integrated Model of Care 
Several key informants identified the site’s growing ability to offer an 
integrated model of gynecological and maternity care as a strength of the 
practice, as well as a deliberate strategy to better serve the more complex needs 
of low SES clients. Integrated care, also referred to as collaborative team-based 
care, is achieved at this site through a number of means, including electronic 
medical records shared across disciplines within the practice, as well as monthly 
structured opportunities for clinicians to consult with one another to review the 





During the initial pregnancy intake visit, each client is screened for 
psychosocial needs through the use of a questionnaire. This questionnaire is 
then reviewed by the Community Engagement Coordinator, whose role includes 
the responsibility of further investigating the stated needs and identifying 
community-based resources that can be useful for the clients. The Community 
Engagement Coordinator also circles back with clients during the 2-week 
postpartum visit to assess new needs and offer resources, as needed. Shared 
electronic medical records allow other clinicians to check in with the client during 
subsequent visits to assess progress made towards achieving her physical 
health goals as well as her psychosocial ones: 
 
“So all the new patients are reviewed, and that’s with our Medical Director so 
she’s part of that, too. Any kind of problems that are coming up throughout 
pregnancy. And then there are ongoing problems. […] So whether that’s 
borderline high blood pressure, or that’s environmental stressors throughout, that 
we’re all keeping up on that and that all of us can then ask. So I can say ‘How’s 
your blood pressure been? That must be so stressful that you might risk out of 
care.’ And another provider could say ‘How’s your housing situation? Because I 
know that that was obviously a concern for you.’ So to make sure that we’re all 
acknowledging and addressing that together, but not having to do it all. Not one 
provider having to do it all.” – Key Informant, Site 3 




psychosocial needs are documented in a separate folder in the medical record, in 
case of a hospital transfer, to protect patient confidentiality and to continue 
safeguarding the trust relationship built with clients: 
“[…] Supporting people through that first year so that they can still come here 
and feel the comfort level and the safety and the comradery that they built over 
ten months of being pregnant, and still have that support during the first 
challenging year of the baby’s life. And so then we can all stay connected on 
that, so that the integrated care then from the backside that we share the same 
electronic health records, that I document in a separate folder… That just adds 
another layer of privacy for the client, so that if a client, instead of having a birth 
center birth had to be transferred to the hospital for whatever reason, that my 
notes are not included in that. So that our providers know how to support their 
mental health, but that providers at the hospital don’t necessarily need to know 
all the details. We’ve found that that is safer for people, for our clients, because 
the judgment then isn’t there and that they’re reading through all of the obstetric 
notes and the mental health notes did not seem to be helpful overall because 
they still have our providers there providing and caring, advocating for them.”– 
Key Informant, Site 3 
 
   Enhanced care services offered onsite, such as phlebotomy, education, 
referrals, and behavioral health care, provide clients with more easily accessible 




many cases contributing to increased care utilization rates, improved outcomes 
and perceived quality of care experience.  
“They've made so many changes that I absolutely love. So if you ask me like with 
my last pregnancy to this one, they're very different, so like one of the things it 
seems to me like you will have to go somewhere else to get your blood drawn 
and do your glucose testing. And they do that now, I mean it's just been so, so 
convenient going there.” - Non-Hispanic Black Mother, Age 30 (Site 3) 
 
“Part of us doing more outreach to women of color or women in poverty, or who 
have less access, was having this service (behavioral health) as well. Knowing 
that people in populations like that have more environmental stressors. So we 
wanted to offer more overall support knowing that housing issues were going to 
come up, and relationship issues, and trauma issues were going to come up, and 
providers helping them prepare for birth. […] So the feedback we’re getting is 
that, like I said before, women say that if this (onsite behavioral health care) 
wasn’t here they wouldn’t do it. They would not have seen the therapist. Meeting 
women after they have a baby and they’re struggling and being able to support 
them and just call it what it is and acknowledge it, I think has really been 
wonderful. So that people can say like ‘Yeah, I think I have postpartum 
depression’ instead of hiding in their house and feeling ashamed to say it, I think 
has been great.” – Key Informant, Site 3 




or those who may be struggling with infertility, or may have experienced a current 
pregnancy loss can also benefit from onsite behavioral health services and an 
opportunity to receive continuity of care and skilled support during these difficult 
times: 
“I guess one other aspect of my role here is people who’ve had pregnancy losses 
or struggle with infertility. So that’s like a whole other ballgame then. People, 
whether they’ve had kids or not, or one loss or more, or when the loss occurs. 
That being able to meet them where they are and to be able to provide support 
and perspective around moving forward. Acknowledging. Processing. Grieving. 
And starting to build a balance back together. And logistically it could be 
overwhelming to walk through the waiting room if you’ve had losses. And so we 
have a handy back door that’s on this side, and so I meet people in the parking 
lot, we walk up the back steps, we come right in here, I walk them back down. If 
that’s what they want. So that’s been really helpful.” – Key Informant, Site 3  
 
Offering well-woman care and family planning services has also been a 
valued service provided by this birth center. Not only does it afford birth center 
clients with valuable continuity of care postpartum and during the interconception 
health period, but it also allows the birth center to further expand its reach among 
preconceptional women, who have yet to become pregnant and those who desire 
to delay a pregnancy, while increasing awareness, within the community, about 




informants discussed the value of providing gynecological and family planning 
services as a strategy to improve the health status of women before and between 
pregnancies, particularly among low SES populations, whose elevated risk 
factors too often lead to clients becoming ineligible for birth center intrapartum 
care.   
“[…] as a gynie practice, what we do is educate; we counsel. And if we can reach 
our clients before they're thinking about pregnancy, we can help make them 
stronger and more ready, healthy, their wombs more healthy for delivery. And 
what we see is that a lot of women that do come here haven't been getting care 
at all until they're pregnant, and then their first appointment is not until they're 9 
to 12 weeks. So how much of the first trimester – pretty much two thirds of it is 
already being lost, not to mention they get no primary care. So when they come 
in with thyroid issues and things like that that are found because of pregnancy, 
we're dealing with populations that risk out a lot.” – Key Informant, Site 3 
An established partnership with the local Title X61 recipient organization 
and the nonprofit’s ability to fundraise to support its outreach to low SES 
populations, have led to specific programming and efforts that seek to better 
serve the needs of high-risk populations. Among them are a weekly walk-in 
program for gynecological and family planning care, a monthly Spanish-speaking 
clinic, and the ability to offer sliding-fee scale to uninsured clients: 
                                                                
61 Title X is a federal grant program dedicated solely to providing individuals with affordable, 




“I think the main driving force in the practice deciding to reincorporate as, not 
only an independent practice but as a nonprofit, is wanting our care to be as 
accessible as possible to people who want to come here and qualify for our care. 
So one of the first things we did – it was actually driven by the midwives – was to 
become a member site of what's called here (Title X Recipient). And they have 
their own clinics. But they also are a fiscal conduit for Title X monies, family 
planning monies. So that allows us to provide family planning and gynecological 
care on a sliding scale, especially for people who don't have adequate insurance. 
So that was a really important partnership and it still is today. Especially for 
people who aren't citizens: we can provide care on a sliding scale because of 
that partnership.  
And then one of the first programs that we started and got grants for is our 
(name) program, which has been very successful. And basically the philosophy 
behind that is that – again, it was driven by the midwives seeing that some of the 
women that were coming to us for care had a hard time making and keeping 
appointments. Women generally have hectic lives. But if you don't have reliable 
transportation or child care, if you don't have insurance, there are all these other 
barriers to care. And the idea is to reduce those barriers to care. So one of the 
key things with that program is that it's walk-in hours so you don't need to worry 
about making an appointment. And then we welcome children to come with 
appointments. […]. And we have toys and books in the waiting room. And our 




about always getting child care. We are able to get grants so we have more staff 
available during those times. So whether it's helping people sign up for that (Title 
X) program – 'cause there's extra paperwork of course – or help them identify 
other resources that they might need, either here at (the birth center) or in the 
community, we have more staff there to help navigate all of that.” – Key 
Informant, Site 3  
 
While the majority of the birth center’s income is generated by maternity 
care, the ability to offer onsite enhanced care services also allows the practice to 
diversify its income streams.62 The administrative capacity currently in place to 
oversee billing, reimbursements, insurance eligibility, and overall financial 
management includes a total of 3 dedicated full-time staff managed by the 
Executive Director. There is also a fourth administrative staff member charged 
with development responsibilities (i.e. marketing and communications, grant 
writing and reporting, fundraising and special events). See Table 17 below for 
more details on income sources.  
 
  
                                                                
62 Additionally, the non-profit practice continues to raise funds through grants and individual 




Table 17: Budgeted income for 2018, Site 3 
 2018 Budget (481 births) 
Maternity Income $   1,764,800 
GYN Income $      354,272 
Behavioral Health $        71,280 
NST Income $          4,950 
Lactation Income $          5,869 
Phlebotomy Income $          1,000 
Vaccine Income $          1,000 
Title X Services $        44,048 
Education Classes $        32,602 
Nitrous Oxide $          3,798 
Facility Rental  $        10,000 
Grants $        88,000 
Individual Donations $      135,000 
TOTAL INCOME $   2,516,618 
Nursing staff are another integral part of the model of care at Site 3. In 
addition to eight certified nurse midwives (CNMs), this birth center employs 8 
Registered Nurses (RNs), of which 5 are salaried and 3 are per diem.63 The 
nursing staff supports clinic hours as well as intrapartum care, postpartum 
support, home visiting, and education. As one key informant explains: 
“A lot of birth centers don’t have nurses on staff. And so that’s really made our 
center better because of all the education that they do. Obviously also in the birth 
rooms. But I think, you know the nurses are kind of, maybe, the biggest heart of 
the birth center because they do so many different types of things. You know the 
midwives do prenatal care, GYN care, births, deliveries and post-partum care. 
But the nurses teach. They do office. They do home visits. They – I mean I can’t 
say enough about what the nurses do to keep this place open and special and 
                                                                
63 At the time of data collection, the Nurse Coordinator mentioned wanting to add 1-2 more per 




our clients really get attached to the nurses. And this is something that makes 
our birth center unique. To have such a great nursing staff.” – Key Informant, Site 
3 
Finally, the birth center staff prides itself on its constant focus on safety 
and being a respected, fully integrated entity within the local broader system of 
maternity care. As one key informant explained: 
“One midwife gets ten hours a month to read the green journal. She works on our 
protocols. And she really stays on top of what is the latest in the evidence so that 
our protocols reflect what the evidence says. […] And then we have a medical 
advisory committee, which is made up of a perinatologist, a couple of nurse 
midwives, a pediatrician and a couple of family practice doctors and myself. And 
we meet twice a year. And we go over protocol changes. And then they approve 
the protocols so that we are constantly staying on top of what the latest research 
is and making sure that we’re following standard of care. So our protocols we 
kind of live and die by those. And then we just enforce that. You know in our risk 
criteria. So we really are trying to take the lowest risk women into the practice, 
which is still most women. And then throughout their pregnancy we’re just vigilant 
for any kind of abnormalities. And if there are abnormalities we work really well 
with both children’s hospital and the other hospitals that do OB care in the region 
so that we’re making really good plans of care. And then if there’s a complication 




midwifery practices that take higher levels of risk. So we can easily transition 
their care to higher levels of acuity. And again, I think all of that just makes the 
birth center safe because there’s so many different layers of safety net to fall 
back on. And that way when someone gets admitted in labor they’ve met all the 
criteria. The C-section rate’s like 2.6 percent. You know, if you make it all the way 
to being admitted at the birth center in labor.” – Key Informant, Site 3  
Strong Nonprofit Management  
The strong business and clinical management practices co-led by the 
Executive Director and the Clinical Director of the birth center, under the 
leadership of the Board of Directors, have contributed to a steady growth and 
diversification in patient volume and mix, scope of services, community 
leadership presence, as well as actual physical space since the birth center’s 
incorporation as an independent nonprofit organization in 2000.  
The organization has completed a number of successful capital 
campaigns throughout the years, aimed at improving its physical facility through 
renovations and building expansions. The most recent capital campaign 
successfully raised over $3.9 million through private foundation grants 
($1,531,000), corporate grants ($663,510), government grants ($1,200,000), and 
individual donations ($516,835). These newly raised funds were mostly invested 
into a physical building expansion and renovation ($3,474,721). Photos below 
















A smaller portion of the funds raised through the capital campaign was 
also channeled into actual program expansions ($356,000). New services added 
beginning in 2017 include behavioral health and wellness, community 
engagement and education, information & resource counseling, and the 
expansion of the weekly walk-in gynecological clinic and of the monthly program 
serving Spanish-speaking women with barriers to quality care. 
 
“So I understand those practical limitations (low Medicaid reimbursements), and 
that's why I'm such a huge advocate of becoming a nonprofit. Because you can 
fundraise and get grants to support that care. Because without that, certainly we 
couldn't do our walk-in program, our outreach, the other services that we have 
here, our expansion. These are all supported – because it's taken a long time 
over the years to talk with foundations, funders, legislators – 'cause we did get 
government grants – to understand that this model of care has better health 
outcomes for everyone, including people with Medicaid and women of color who 
suffer these huge disparities in this country. And we know that birth centers can 
equalize that because of how the care is provided.” – Key Informant, Site 3 
The solid financial footing achieved, in large part, thanks to the birth 
center’s skilled Executive Director, has enabled the birth center to remain 
independent for the last eighteen years and not accept repeated acquisition 
offers received from local hospitals. Key informants at this site also credit their 




model of care: one that is relationship-driven, patient-centered, and allows for 
adequate time to establish trust and a safe learning environment for patients who 
may benefit from more intensive education and support. In the model of care 
implemented by this birth center specifically, all new prenatal care clients are 
scheduled for 1-hour long visits. Additionally, clients identified as having more 
complex needs are then scheduled for 40-minute long visits thereafter, rather 
than twenty-minute long visits otherwise.64  
“RVU65 is the way that a lot of practices work. So that takes a look at how many 
units of time and how many people they see in a day and – it quantifies all of the 
healthcare. A lot of people work in that model. And in that model, you know, you 
have seven and a half minute appointments or – to make enough money 
because insurance doesn’t reimburse at a rate that can keep up with salaries and 
malpractice. And so, you know, at the (birth center) we fundraise so that we can 
do hour long appointments. We can have a lower midwife-to-births ratio than the 
hospital births. You know, our very good friends who are over at the big 
academic hospital, the other night one of my friends delivered five babies 
between 2:15 and 5:30 AM. You know, because that’s what makes money. And 
that’s not the kind of midwife I personally want to be. I think they offer a great 
service. But they just don’t have the time to spend with people. And I think that’s 
                                                                
64 Of note, twenty-minute long visits are still longer than the average clinic visits scheduled in 
more traditional OB practices. 
65 Relative Value Units are a tool used by the Center for Medicare and Medicaid Services (CMS) 
to determine physician reimbursement levels based on geographically adjusted estimates of 




really what makes a difference in outcomes is, when you can take the time to 
develop trust, mutual trust and pay more attention. You know, you just – I think 
the outcomes are just better. I mean I KNOW the outcomes are better because I 
have the statistics to prove it.” – Key Informant, Site 3  
“So a lot of those women come from trauma and to walk into an environment like 
that where somebody respects you, it’s a woman, she may not look exactly like 
you, but she’s a woman and a person that will respect your privacy and come 
from a non-judgmental view. I think that really helps bring women to that center. 
All women want to be supported. They want to be heard, they want to be listened 
to. They don’t want those rushed appointments. They want someone to take time 
and if there’s a problem going on, it’s nice to have somebody to ‘Oh, let me help 
you. We can refer you to such and such.’ I think the time – spending more time 
with the patient is a big factor. A lot of my patients that go to a clinic setting, 
they’re meeting with their OBs or residents for five or 10 minutes, very quick 
appointment, no relationship established. It’s different when you’re at the (birth 
center). They do establish those relationships with longer visits and more 
personal matters.” – Key Informant, Site 3 
Not needing to operate on the basis of Relative Value Units (RVUs) does 
not exempt the clinical management staff from being very intentional in managing 
their staff scheduling and productivity. As one key informant explained: 




practitioner. And then we have eight midwives, including myself. And I have to 
look at, you know the number of pregnant women we have at the time and then 
of course our GYN clientele and make sure that we have enough office hours in 
a month to accommodate everything that we need. And I really like statistics, so I 
keep the statistics for the practice. So every year I look at attrition rates so I know 
that, you know, I have to do like around 600, 650 new OBs in order to do 450 to 
475 deliveries because of the attrition rate. You know, people have miscarriages 
or things like that. So I really do like to look at the numbers and try to make it a 
mathematical equation in terms of how many office hours.  And then, of course, 
keeping all the math includes the fact that we do longer appointment times. So 
the first appointment with the midwife is always an hour long or a nurse 
practitioner. And then the visits after that are 20 minutes. And some of them for 
vulnerable women will say, oh, this one needs to be on a 40-minute schedule so 
that all of our prenatal visits are 40 minutes instead of 20 minutes […] And then 
when it comes to the call schedule, that’s also just math. You know, in terms of 
how many call shifts and how many office shifts.”– Key Informant, Site 3  
 
 Key informants also highlighted another benefit to being a nonprofit 
committed to serving high proportions of publicly insured clients: being viewed by 
local organizations as a partner in improving the health and wellbeing of local 
under-resourced populations. As such, birth center staff are often invited to take 
part in local coalitions, ad-hoc committees, and coalitions concerned with 




“We think it's really important for women's healthcare to be accessible to 
everybody […] If you just look at it in terms of having influence in policy, because 
Medicaid covers almost half the births in this country, and we already limit 
ourselves because of the care we provide. We take care of low-risk healthy 
women, so that's not everybody. And then if we are excluding almost 50 percent 
of those women who have a certain type of insurance, then it just, I think, it just 
limits us more in terms of our influence with policy, and just connecting with other 
people who are trying to improve outcomes. Because, you know, I go to these 
community meetings with the (county) Health Department, and I was just at that 
meeting last night the (name redacted) Foundation is pulling together, so I was 
invited to be on the advisory board of this new initiative that they started. […] And 
so it was a room of like 20 people, almost all women, a lot of OBs and other 
medical providers, but also people like myself, and they had Planned Parenthood 
there and (Title X recipient organization). So people like that, were there talking 
about maternal mortality, […] But there are providers in the room that take care 
of really high-risk women, medically high risk, and also people that are working in 
hospitals and Federally Qualified Health Centers […] And I think people see the 
value of our birth center, but they know that we're not all taking care of the same 
people just by risk factor. […] and for us to be having a truly collaborative 
conversation about how to tackle these huge issues […] and to make sure that 





Creating community, internally and externally.  
 Participating key informants from Site 3 represented different levels of the 
organization. A common thread that was apparent, was the clearly mission-
driven orientation they all held, coupled with a deep sense of shared ownership 
of the organization, and a palpable appreciation for the inclusive environment 
that management had been able to build over the course of the years. I observed 
a fair amount of documented practices that contribute to the creation of a strong 
internal organizational community. These include promoting staff from within, 
recruiting staff and volunteers from its client base, as well as ensuring that all 
levels of the organization are included in its decision-making processes, in its 
compensation benefits package, in the staff training and development efforts, as 
well as staff wellbeing opportunities (i.e. Wednesday yoga for staff).                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
“Being in a small nonprofit, I think we help avoid turnover because they feel like 
their voices are heard. […] when you work for a big organization and what you 
say just doesn’t go anywhere, that can be really unsatisfying.” – Key Informant, 
Site 3  
“I've worked a lotta places, and it was very welcoming here and comfortable. […] 
I feel like, especially with our monthly staff meetings, I feel like everyone's 
involved in a lot of what goes on here. So I feel like I'm more valued here as a 
person and I'm not just an employee with a number. I don't feel expendable, 




 “Everyone is dependent upon the next person and its' obvious. That's why I said, 
like, me standing my ground, I'm confident in standing my ground because this 
will fall apart over here if I don't - if I continue to stand my ground it will make it 
better. […] Everyone's voices are heard. They're always looking for feedback. 
There is, I would say, a fair level of constructive criticism. Everyone is trying to do 
better.” – Key Informant, Site 3 
While the sustained growth of the practice has led to increasing 
challenges in ensuring that this aspect of the organizational culture is maintained, 
relevant efforts continue to be central to the birth center’s day-to-day operations 
and strategic planning processes: 
 
“I think we try to be as collaborative as we can be. And, to be honest, that's 
getting trickier as we get bigger. I mean, we have over 30 people on staff now. 
When I started it was probably less than half that. So to provide ways for people 
to have a say in some decisions that we're making, making sure we're sharing 
information as – you know, we have monthly staff meetings. And then the front-
office staff just meets on a regular basis. The providers do. The nurses do. The 
administrative staff for all of us. And obviously we can't do everything in a 
collaborative way, else we'd never get anything done. But some of the bigger 
things. Like when we decided to expand we had a lot of retreat-type 
conversations that we had people help facilitate, and surveys to say, ‘Okay, we're 




services. What should we add?’ So that was, I think, a very collaborative 
process, 'cause it did start with a survey, and you could write anything. And it 
was out of that where some of our priorities were established, including being 
very deliberate about reaching out to other communities, being more diverse.” – 
Key Informant, Site 3  
 Site 3 benefits significantly from strong relationships with external 
stakeholders as well, including the collaborating hospital where its primary 
backup physician group practices, local and state legislators, client advocates, as 
well as a number of local partner organizations and maternal and child health-
related coalitions that the birth center participates in. 
One collaboration that postpartum patients mentioned regularly is the one 
that the birth center holds with a local doula group.66 Community-based doulas, 
whose services are reimbursed by a local MCO, visit the birth center weekly to 
educate and enroll eligible birth center clients. Once enrolled, clients receive at 
least two prenatal visits with their assigned doula. Doulas often meet clients at 
the birth center to attend prenatal visits with them and spend additional time 
together afterwards to debrief and deepen the education provided by the midwife. 
                                                                
66 “Our goal is to help her prepare for labor and delivery. So giving her all the tools that she 
needs and options. A lot of women don’t know about options. We’re doing that and I should say 
that we only get referrals, if a mom has (MCO) insurance and that’s a Medicaid insurance. Most 
people pay privately for doulas, but this allows women that would not normally be able to get a 
doula to have one. It’s very successful. I’ve been doing this for 11 years. The (name of program) 
has been around for about 14 years and we’re part of the family medicine department at (health 
care system). I am employed by (health care system), which makes it very unique, because a lot 
of doulas from other states do it either privately or as volunteers. It’s nice that we have full-time 




Upon onset of labor, clients are instructed to call their doula to receive 
continuous labor support, regardless of planned place of delivery. Postpartum 
visits also occur and can take place at the birth center, or even the pediatrician’s 
office. While this partnership is beneficial to the clients, and the midwives who 
care for them, it is also fruitful for the birth center itself, since it is yet another 
form of outreach and promotion of the model of care provided by the site. Doulas 
are strong spokespersons for the model of care delivered at the birth center and 
are often cited by key informants as a source of referrals to the birth center. As 
one community doula explained: 
 
 “When a woman is at the (birth center), you know, it’s more intimate. There’s 
family members, there’s not – compared to the hospital, there’s only a certain 
amount of family members that’s allowed to attend that birth. With the (birth 
center), it’s not like that. It’s almost like you’re at home delivering your baby. The 
atmosphere is setup very comfortably. You know, it’s very quiet and soothing. 
There’s a kind of birth tub. You know, a woman can do a water birth there. She 
doesn’t have that option at the hospital. The care is more personable, just ‘Hey, 
how are you doing?’ and the family members are treated – I think with respect, 
they honor their wishes, I think as well just more respected compared to a 
hospital birth. In a hospital birth, sometimes there’s more than one person caring 
for you. It just depends on how busy. You know, if there’s a doctor they’re taking 
care of six patients, you may see a resident or you never know. Then there’s 




different and a lot of hospital births, there’s many women delivering at the same 
time and the (birth center) is not. So you’re getting that one-on-one care, which I 
think is excellent. I think women are well supported. First of all, they’re having an 
unmedicated birth, because they’re at the (birth center). But throughout that 
process, they’re more supported. There’s more things for moms to do to help 
manage that pain. You know, just being able to be in the tub pretty much the 
whole time while you’re in labor is wonderful. It’s like how many women deliver 
with no medication, so there’s more choices, more options. […] if we get our 
early referral, we don’t start seeing moms until after 20 weeks. About that time, 
they have established their provider, but they often change. Because if I get a 
mom that is not satisfied with her care, then, you know, I just kind of say here’s 
other options. You can look into this and a lot of them don’t know about 
midwives. Depending on their birth plan, if they say they’re healthy and they want 
an unmedicated birth, I do a lot of referring to the midwives at that birth center.” – 
Key Informant, Site 3  
 Similarly, the collaboration with a local breastfeeding support group 
organized by women of color for women of color, allows the local community to 
be exposed to the birth center and learn about the services provided there: 
“The first black board member67 was invited to join the board of directors several 
years ago. […] This person, this newer board member is super engaged in 
                                                                
67 A member check revealed that there had been additional board members of color prior to the 




community. And she brought a gathering, a support group for black women to 
have two – twice a month they have meetings here. So that I think exposed a lot 
of other folks to this is, what the center is like, to be able to formulate their own 
opinions and not just hear word of mouth about whatever experiences other 
people had. […] So, I think, something like that where people are really coming 
into the space.” – Key Informant, Site 3  
“We hold our meetings there, our (city) black breastfeeding meetings, and we hold 
them there twice a month. Even those women that come to the meeting not for the 
purpose of being seen by a midwife, but they’re in the atmosphere, they’re 
around. They’re like ‘Wow, you can actually have your baby here!’ So they’re 
getting kind of educated about that. These are women of color. I definitely think it 
has changed even within the past two years. Before, a lot of my women of color 
patients would not go there. – Key Informant, Site 3 
Key informants also mentioned strong relationships with local and state-
level legislators as key to their continued sustainability over the years. There were 
a number of instances shared during interviews where advocacy and community-
level support proved to be key to protecting the birth center’s continued growth, 
including advocating in favor of midwives’ prescriptive authority, monitoring bills, 
and educating legislators on how proposed changes in statewide policies, as well 





The birth center credits its strong relationships with the physicians and 
administrators at its main collaborating hospital as another strength of its model of 
care. The clinical director and other members of management regularly attend OB 
department meetings at the hospital and are actively engaged in decision-making 
that directly impacts all maternity care patients delivering at the hospital. The 
collaborating hospital is relatively small compared to the larger academic hospital 
center located in the same city, and directly benefits from the patient volume 
contributed by the birth center, which allows the hospital to be able to continue 
offering its labor and delivery services. When asked about what contributes to the 
strong relationship, one key informant said: 
“I think part of it is the way that the hospital is set up. So it's not a teaching 
hospital. There’s only attending OBs and nurses and us. And that means there’s 
a smaller staff. So we all really know each other well. You know, we can look at 
each other and know what the other person wants and needs, you know. And 
communication is just like the most important thing in any kind of healthcare. And 
we all communicate really well because we don’t have so many layers to go 
through. You know like another hospital I was at I’d have to first consult the 
resident. The resident would consult the attending. Sometimes I never talked to 
the attending, I only talked to the resident. You know, and so that – that’s just 
worse for care if there’s more levels. And so I appreciate that access. You know 
and these obstetricians I work with are my friends. And we respect each other. 




the hospital. And they – the big health system we work in tried to take away our 
admitting privileges a couple of years ago. And all the physicians we worked with 
stood up unanimously in support of us having our hospital privileges.” – Key 
Informant, Site 3  
As the previous key informant mentioned, the birth center has also relied 
on the support of many strong physician advocates in their corner, who have 
intervened on several occasions throughout the birth center’s life course. More 
key informants shared about these influential relationships: 
“So having a medical director – and we're required to have a medical director in 
(state) – not only provides the medical consultation, but can be an advocate and 
make connections. It has been really important. […] I mean, relationships with 
the hospitals for the most part have been good. But certainly throughout our long 
history there's been some bumps in the road. I mean, why we're independent 
right now is because the hospital went bankrupt and closed the birth center. But 
that we were able to – I mean, we did have a lawyer who helped us pro-bono so 
our midwives could retain admitting privileges, which was key. So we could keep 
that hospital relationship.  
And our main collaborating physician at that hospital was also a huge advocate. 
And that might not have happened without him going to talk with his colleagues 
to say, ‘We need to do this.’ And I still remember some of the letters that he 




say basically something like, ‘Most women should go to midwives.’ And he's a 
perinatologist. So he said, ‘Most women should start seeing midwives. And then 
if there's an issue then they should come to see people like me. That's what they 
do in Europe.’ And just starting very strongly. Not just to say, ‘Hey, this is a nice 
thing. We should make this happen.’ It's like, ‘No, this should be the model. I 
should not be taking care of low-risk women.’ So he's been a huge advocate.” – 
Key Informant, Site 3 
Investing time and human resources into building and nurturing 
relationships with health insurance companies and MCOs was also mentioned by 
key informants as an important contributing factor to their continued success, 
including to their ability to occasionally improve their contracted reimbursement 
rates: 
 
“Well, like with a lotta things, including on the fundraising side, it's building up a 
relationship. It's getting to know the people who are at the different insurance 
companies. And it takes time. It takes patience to get that first meeting. It can 
take months. It can take years. We finally had our very first meeting with 
(insurance company) with a person who actually came here several months ago, 
and we've been working with them for years. We've actually had a contract. We 
worked it out over phone and e-mail. But to actually get somebody here – 'cause 
we're trying to improve that contract – it can take a long time. Because we're not 




demonstrating to them how we're not only making their members very very happy 
and very very healthy with good outcomes – which of course saves them money 
– but that it also saves them money because our fees for our facility are less. We 
don't have anesthesia here. We don't have these things that make hospitals 
more expensive and drive up costs to insurance companies and just our whole 
bill, our health care bill in this country. And I think there's much more information 
out there, research and media reports to refer to, now, to help document that. 
And Dr. Declercq. We pull on those types of articles all the time to help make our 
case about why it's important to not only have us in their network but to pay us a 
decent rate so we can keep in-network with them. And sometimes we've had to 
get their members involved to write letters and advocate. Because people want 
this. Even though our numbers are relatively small compared to hospitals, people 
want this type of care. And if they hear from their members, that oftentimes will 
get them to the table when we can't. Certainly early on when we were opening 
this location as an independent birth center we had to get a lotta people involved, 
including (medical director), who you'll be talking to, our founding medical 
director, our collaborating physicians, legislators. I got one of our state reps 
involved who's a great advocate for women's health. A lotta people involved to 
make phone calls and be a part of meetings initially. We don't have to do that 
anymore thankfully. But just bringing the research, the numbers to them, about 
the good outcomes. And building up that relationship, that reputation. So now, 




yeah, we work with (the birth center).’ In the 16 years that I've been in this 
position, I have seen that change, which is really satisfying. And that our two 
biggest insurance companies not only provide us with decent contracts, but they 
sponsor our annual fundraising event. They gave us grants for this expansion. 
'Cause they see that it's valuable to them and their members to be working with 
us.” – Key Informant, Site 3 
Integrating birth centers into local health care systems benefits women 
and their families, ensuring that mothers receive the most appropriate level of 
care for their needs.(203) Developing and strengthening a cooperative 
environment, internally and externally, has contributed to this birth center’s goal 
of expanding equitable access to birth center care in the local community. In the 
following chapter, more strategies used by the birth centers studied for this 
project, will be addressed in an effort to elucidate successful practices that have 
been used to successfully overcome organizational, financial, political, and 
cultural barriers to expanding equitable access to birth center care - a model of 





CHAPTER FOUR – CROSS-SITE ANALYSIS AND INTERPRETATION 
Chapter Overview 
This chapter integrates findings from the present case study research 
project, specifically as they relate to the strategies used by study sites to expand 
equitable access to birth center care, while overcoming common implementation 
barriers (Section 1). As such, Section 1 addresses the first three research 
questions guiding the study: 
1. How do freestanding birth centers (FSBC) diversify their patient population 
to serve higher rates of publicly insured patients and women of color? 
2. What are key factors that influence the sustainability of freestanding birth 
centers that serve higher than average proportions of publicly-insured 
patients and women of color? 
3. What strategies do freestanding birth centers use to overcome 
organizational, financial, political, and cultural barriers to expanding 
equitable access to publicly insured patients and women of color?  
4. How do publicly-insured women of color make the choice to utilize 
freestanding birth centers that have sought to reach out to them and what 
are their experiences with them?  
Findings from interviews with postpartum mothers are also shared in this 
chapter, in an effort to elucidate the decision-making processes that publicly-
insured women of color may engage in when seeking birth center care. Section 




sites. As such, Section 2 of this chapter addresses the fourth and final research 
question posed at the onset of the study: 
1. How do publicly-insured women of color make the choice to utilize FSBCs 
and what are their experiences with them?  
Finally, Section 3 of this chapter reviews conclusions drawn from the 
interpretation of the findings, particularly as they relate to the five study 
propositions presented in Chapter 2.   
 
1. Strategies Used to Overcome Common Barriers to Equitable Access 
and Sustainability 
As identified in the Study Propositions section of Chapter 2, I was 
interested in exploring how being administered by an FQHC could facilitate a 
birth center’s ability to serve higher proportions of low SES patients compared to 
the population typically served in freestanding birth centers (FSBCs) nationally 
(Proposition 1). I was also interested in further understanding how being 
embedded in the structure of an FQHC could allow birth center clinical staff to 
provide more wrap-around services to respond to the complex needs of low SES 
populations (Proposition 2).  
FQHC-based FSBCs studied for this project met the inclusion criteria of 
serving higher proportions of publicly insured patients and women of color, 
compared to birth centers nationally. Many factors seem to influence this organic 




integration alone, seems to not be sufficient to optimally increase utilization of 
birth center care among the population of interest. The study uncovered 
additional strategies that study sites had elected to implement in order to 
overcome difficulties tied to integrating the two models of care, as well as other 
general barriers to increasing equitable access to birth center care, regardless of 
organizational structure (Proposition 3).  
 
Integration into Federally Qualified Health Centers (FQHC) 
  
Integration into an FQHC organizational structure appeared to be a 
strategy that FSBCs could utilize to increase equitable access to birth center care 
among publicly-insured patients and women of color. Following is a review of 
benefits and drawbacks of FQHC-integration, as observed by the researcher and 
discussed by key informants.    
Benefits of FQHC-integration, as perceived by FSBC staff and other key 
informants 
Current administrators and providers from the study sites selected for this 
project identified several benefits engendered by being administered by an 
FQHC. On one hand, key informants shared that operating under the 
administrative umbrella of an FQHC can provide birth centers with the ability to 
overcome common financial challenges facing FSBCs, particularly those seeking 
to increase access to birth center care for low SES populations. For example, by 




medical malpractice coverage, at no cost, under the Federal Torts Claims Act 
(FTCA), effectively eliminating the financial liability tied to ensuring adequate and 
otherwise costly coverage for their clinical providers.(175) Under this program, as 
authorized by the Federally Supported Health Centers Act of 1992 and 1995, 
licensed and certified FQHC clinicians are considered federal employees and are 
therefore immune to malpractice lawsuits, with the federal government acting as 
their de facto insurer.(204)   
FQHC-based birth centers are also eligible to benefit from capital 
improvement grants reserved for FQHCs to aid with the alteration, expansion, 
renovation, and construction of a facility. Both FQHC sites in the study took 
advantage of this benefit.  
FSBCs that are integrated into FQHCs can also take advantage of 
enhanced Medicaid reimbursements and prospective payments that are 
exclusively reserved for FQHC sites, increasing their ability to serve higher 
proportions of publicly insured mothers without severely compromising their 
financial viability (Proposition 1). The Prospective Payment System (PPS) was 
developed as an incentive for FQHCs to serve higher proportions of patients 
covered by Medicaid, without them having to divert grant monies intended to 
support operations and care for the uninsured (Federal Section 330 grants), in 
order to cover inadequate Medicaid reimbursements.(205) Unfortunately, it is 




80% of the cost of providing care to publicly-insured patients, in part because the 
PPS rates have not kept up with inflation over the years. That said, PPS rates 
are still “enhanced” compared to non-FQHC Medicaid reimbursement rates, 
making providing care to Medicaid patients under an FQHC umbrella more 
financially viable.(205) Another financial benefit associated with being integrated 
into an FQHC structure concerns the fact that FQHCs are multi-service 
organizations, and as such, may be more equipped to financially support birth 
centers in their early development phases while they are still building a 
sufficiently large volume of publicly-insured patients. 
Additionally, the other specialties and services offered through the FQHC, 
if not structured in a way that can lead to competing internal priorities, may also 
serve as sources of internal patient referrals, potentially contributing to an 
increase in maternity care patient volume for the FQHC and, more specifically, 
for the birth center. For example, as one postpartum patient interviewed at Site 2 
shared, as a pregnant patient seeking oral health care at the FQHC, she was 
referred by the oral health care provider to the onsite midwifery-led birth center 
for her prenatal care. Once enrolled in the group prenatal care program there, 
she then learned about the opportunity to give birth at the onsite birth center and 
chose to register as a birth center patient. 
Key informants at FQHC-based birth center sites also discussed the cost-




departments, as being, in most cases, a perceived benefit.  Shared services such 
as Human Resources, Marketing and Communications, Grant Writing and 
Development, Finance and Billing, Accreditation and Compliance, among others, 
often relieve the birth center staff from the weight of administrative duties, so that 
they can more directly focus on delivering high quality patient care. Support with 
Human Resources was of particular benefit. Key informants shared that a well-
defined talent management structure can help retain staff by providing 
comprehensive benefits, performance management and recognition, clear 
policies and guidelines, employee health and wellness programs, and so forth.  
“It has (changed) drastically. I’ve seen it go from no infrastructure to complete 
infrastructure and whole systems and benefits and a lot more organization, and a 
lot more employee support, and an HR department. Like, none of those things 
existed when I walked in and said, ‘I’m going to need a job.’ None of those. And 
they weren’t important to me at the time. And now I see the value of those 
absolutely. […] So yeah. It’s changed a lot, even with the electronics and 
electronic medical records. But I think overall it is – it’s a huge blessing to have 
the support and the benefits that we do have as employees.” – Key Informant, 
Site 2 
Being operated by an FQHC may also help overcome challenges tied to 
workforce recruitment. FQHC-based birth centers are eligible to participate in the 




recruitment of licensed midwives and registered nurses wishing to serve low SES 
populations in exchange for educational loan repayment and scholarship 
benefits.(175) FQHC-based birth center may also be better positioned to be able 
to offer more competitive salaries compared to those offered by independent 
nonprofit practices. 
Key informants observed that the flow of internal referrals could often 
bebi-directional, with maternity care clients also being more easily referred to 
onsite specialty care and services, such as behavioral health, dental care, care 
coordination, home visiting programs, and so forth, potentially generating more 
revenue for the FQHC, while at the same time allowing birth center midwives to 
more effectively meet the holistic needs of their prenatal care clients (Proposition 
2). Furthermore, collaboration with other specialties can aid in ensuring continuity 
of care for those patients who desire midwifery care, but might be considered 




“The people we take care of as a midwifery practice are much higher risk than 
most midwives take care of. But we're in a system that supports that in the sense 
that we have good physician backup in the hospital. We have this fellowship 
program through (FQHC) that they run for a year for family medicine. So you 




And so we keep a lot of people that most midwifery practices wouldn't keep.”– 
Key Informant, Site 1  
 “[…] sometimes these women, they were coming in for prenatal care but they 
also had other health issues going on that the midwives couldn't address, and so 
adding that primary care piece and that now with the behavioral health 
integration and even dental services, I mean it just opens up so much more 
choices and it really does allow the Birth Center to partner with the continuity of 
care because if someone is having, I don't know, diabetes issues or headaches 
that are non-OB related, the midwives have that support system within the family 
nurse practitioners or even our chief medical officer, to just bounce back, not 
depending on someone in another hospital to call to be able to say, ‘Hey, I have 
this patient,’ or send them to a consultation like a referral. It's definitely much 
more fluid.” – Key Informant, Site 2 
Challenges associated with FQHC-integration, as perceived by FSBC staff and 
other key informants. 
Key informants at all three sites spoke of perceived barriers associated 
with Federally Qualified Health Centers (FQHC). Being this is such a novel 
structure for birth centers in the US, with only 5 known FQHC-based birth centers 
out of more than 300 FSBCs across the nation, some key informants spoke of a 
general lack of structured peer mentoring and guidance opportunities. The 
greatest challenge shared by key informants though, was the perceived tension 




inherently built around longer visits to allow for relationship-based care and 
intensive education. Site 2 and 3 founders shared that they had considered 
becoming an FQHC site on a number of occasions. Site 2 chose, at the time, not 
to pursue this route specifically because of this issue of productivity requirements 
that the founder felt were contrary to the model of care the birth center was 
aiming to deliver: 
“I looked into it earlier on (FQHC status), and it was something that required a 
kind of care that was not consistent with what we wanted to do […] the thing with 
FQHC is number one, was the factor of productivity. It was suggested to me, not 
long after we opened, that we apply for an FQHC and so I got some papers 
about the application, how you do this. You had to have x number of families, 
which we didn't have at that time and you had to have y number of visits, and 
when you computed it all out, it was 9.7 minutes a visit. That's not why we get the 
results we get.” – Key Informant, Site 2 
Interestingly, current employees and postpartum patients interviewed at 
Site 2 did not discuss this concern even though this birth center has since 
become an FQHC. Instead, quite the opposite was shared in terms of how the 
site has been able to implement a model of care in which mothers continue to 
receive personable, education-intensive, relationship-based care. The primary 
strategy employed at this site, as I observed and shared in Chapter 3, is the use 




allows patients and their families to engage with each other and their providers 
on health-related topics of importance to them, while building community and 
social capital. The model has been so well received by both providers and 
patients, that the midwifery director at this site, also decided to pilot a group-
based 2-week postpartum visit to help care for mother-baby dyads early on in 
their “fourth trimester”, connecting them to important education and resources 
within the clinic, all while maximizing visit efficiency. While sitting in on one such 
visit, I observed mothers and their families engaging in an interactive discussion 
with each other and a certified nurse midwife about optimal birth spacing and 
various family planning methods68, engaging with the lactation counselor as a 
group69 as well as one-on-one, hearing from the behavioral health specialist 
about signs to look out for when it comes to perinatal mood disorders, and 
connecting with the enrollment assister to ensure that the baby’s Medicaid 
application had been successfully completed.  
“I decided to work on postpartum care because this is the area where I feel like 
we have a high issue with women not coming back in and we know this is 
associated with short-interval pregnancies, lack of breastfeeding, lack of 
                                                                
68 The midwife shared information about the implant, IUD, shot, diaphragm, pill, female and male 
condoms, as well as emergency contraception. She covered effectiveness and correct mode of 
use, duration, ease and timing of use/insertion, including which forms were available that same 
day, as well as concerns for breastfeeding mothers. Mothers asked questions about common 
myths and misconceptions, and then followed up with one-on-one consultations with the 
reproductive health counselor on staff at the clinic.   
69 The lactation counselor answered questions about breastfeeding positions, latch issues, 
engorgement, sleep schedule, milk composition, milk expression and pumping, baby’s weight and 




contraception. And we know this contributes to our overall maternal mortality, 
and so that was an area that I wanted to start to grow. So my project was to 
create groups, but a lot of people in postpartum groups they’re like ‘Oh, they’re 
postpartum groups to mimic Centering.’ I was like ‘No, our postpartum groups are 
to better utilize our wraparound services,’ because what would happen is the 
women would come in for the visit. We had inconsistencies with the providers. 
Primary family care does not have a standard where they see women before six 
weeks. Midwifery care we see women at two weeks, that’s a standard. […]  
So I felt like the women were coming in to see us and then, like, the postpartum 
care coordinator is trying to see her. The reproductive care coordinator is trying 
to see her, and we’re like doing musical chairs in her room. It was never really 
effective. She’s frazzled; she’s stressed out and like it just wasn’t good. So the 
groups were to better utilize our wraparound services with these women to 
increase breastfeeding and contraception. […] I collected 25 surveys and 94 
percent of the women loved the visit. They thought it was helpful. […] I did a 
chart review, same time period.  
I looked at 100 postpartum charts […] I had three different groups. One group, 
they came to see us for six-week visit. Another group, they came for a two- and a 
six-week visit, and then I had the five-star early postpartum group. So what I 
found was, that the six-week postpartum group had a 40-percent breastfeeding 




population, breastfeeding. So 40 percent you’re like ‘Okay’, but me… I’m dying 
because, again, I think breastmilk heals everything, right, so I’m, like, ‘40 percent 
is not great.’ […] So then the five-star group, that posse, my breastfeeding at six 
weeks was 78 percent! […] The breastfeeding was incredible. So I would watch 
the secure moms who would nurse the baby before, who’s nursed in public, whip 
out her boob and started nursing. And I’d watch the other one who was a little bit 
more self-conscious, feel confident, whip out her boob and start nursing, and it 
would be like a chain effect. Before you knew it, they would go around the room 
and everybody would be nursing.  
And so I think it was the group influence that really grew the breastfeeding and 
also affected the contraception. So where am I going next? So, the beauty of 
working in this place, is that they let me create and do what I kind of want to do. 
So, I now have groups every other week and I’m encouraging our wraparound 
services to grow their presentations better and to be consistent.” – Key 
Informant, Site 2 
Site 1 has not adopted group prenatal care and key informants were 
struggling with the tension between clinic productivity requirements and the 
model of midwifery care they had wanted to deliver. Additionally, to respond to 
the FQHC leadership’s request to lower overhead costs in light of below-target 
patient volume, the birth center will be taking advantage of one of the midwives 




opportunity to change the staffing model. On-call midwives will now be required 
to also hold clinic hours while on-call. The midwives are worried about this 
upcoming change, and remain concerned about the short duration of each 
scheduled visit: 
 
 “In 15-minute slots you can be scheduled for four patients in an hour, and a 
session lasts three and one-half hours, so that's whatever – 12 – 14 patients you 
can see in a session. So then you add two overbooks to that, so that you can be 
booked for 16 patients in a session. You can have two overbooks in a session. 
The idea is that it’s to make up for the no-shows. Well, in truth – and how it works 
is no-shows are how you – if you're lucky, you have two no-shows, so that you 
can run on time and still not feel like you're rushing people, because part of – the 
thing with our birth center is… So we opened our birth center. It's in a federally 
qualified health center. Anybody can come here, but we draw clientele not just 
from women who were already preexisting clients of (FQHC), but we also draw 
women from across town who have private insurance or from other midwife 
practices – again, with private insurance – and are used to longer visits and more 
time. And when they sit down in the exam room, they expect to be able to talk 
with you leisurely about what's going on with them. And it can put you behind. 
And then just even the people you see here, who are – you know, I saw a lady 
yesterday, and she's there with her three kids, and she's got PTSD because 
she's coming out of a relationship where her partner beat her. And she has been 




she hadn't been seen in a while, and she had a history of an abnormal pap, and 
she had all these other issues going on, and she – you know, she just had a lot 
of issues going on. You can't address all that in 15 minutes. So at least, 
personally, I struggle with how to best use my 15 minutes.” – Key Informant, Site 
1 
 
“We just had to redesign our call schedule. And the way we've been on call is 
that you're on call one week, and then the next week you work clinic so you're 
not really in clinic and working call at the same time. And we're going to where 
you're on call you'll work your clinic. So instead of being on call 50 percent of the 
time, we'll be on call like two-thirds of the time. I'm not really looking forward to 
working clinic and being on call because it can be exhausting. So while you can 
say, ‘Well, we're not busy enough to justify this extra four full-time midwives,’ the 
problem is when you have a birth, the thing about the birth center is you're here 
for a long time, like all of labor, the birth, and women stay 6 to 12 hours 
postpartum. And then there's one to two hours of cleanup; two if it's one person 
and one hour of cleanup if there's two people. Then to have to go work clinic after 
that would be pretty brutal. But I'm trying to have an open mind about it. We'll see 
how it works out.” – Key Informant, Site 1 
 
While being a part of a larger organization and benefiting from a set of 
shared services was discussed, key informants also shared the difficulties 




bureaucracy and policy compliance requirements engendered by this structure. 
FQHC-specific requirements seem to pose significant time demands on birth 
center leadership staff, above and beyond what an independent birth center 
would be involved in. These include, for example: 
o Random “occurrence report” reviews 
o Comprehensive safety protocols for the whole FQHC organization  
o Accreditation compliance trainings for the whole FQHC 
organization  
o Monthly safety meetings for the whole FQHC organization 
o Monthly strategic meetings for the whole FQHC organization 
o Monthly operations meetings for the whole FQHC organization 
“The idea of it being hard is that (birth center) as an FQHC, we have rules that 
we have to do to be an FQHC. Whether that's compliance. There's 19 standards 
of, you know, program requirements for an FQHC. We have requirements from 
Medicaid and then we have all of our internal policies and procedures. And then 
you add that layer of (state) licensing rules and regulations. And then the national 
accreditation. So it just becomes very complicated to try to meet all of those 
compliance measures. All at the same time. And then also, like, be true to what it 
is you wanna do. So, it's just one of those things that has made it hard.” – Key 
Informant, Site 1 




integrated into a multi-service unit with shared administrative services. In 
particular, the associated lack of focus, on the part of some shared departments, 
on the specific needs of the birth center:  
“It was interesting, we had a meeting recently with the other birth center in (state) 
that opened, and it's just a small group of women. And it's, like, an office 
manager who's also the biller who's also the coder; and then a group of midwives 
who do all the clinical and patient care, and everything. And that office manager 
just came up with a huge binder full of sort of tricks to getting paid, and was really 
just the expert on her practice and knew everything. Whereas here, it's a – 
certainly the birth center's relevant, but it's a huge centralized billing department 
that has to account for all these other programs too. So I don't have my one 
bulldog going after payment, or figuring things out necessarily. And the 
organization as a whole is still trying to figure out what works best. So, in some 
ways we have to kind of work like a private practice within this bigger – so we 
have overhead; we have a billing department; we have staff here. So that's 
helpful to us, but at the same time, we don't have a lot of control over those 
things. So as a new birth center, who really needs to get their name out there, 
but we only have a development department of two people that is responsible for 
the whole organization. 
We kinda have to wait our turn too – and that being said, like, we have been a 




probably more attention than a lot of the other programs. But still, it's not just one 
dedicated person trying to get us patients. […] So even if you do have ideas 
about something, it has to go through many, many, many channels, and finally 
board approval, which can take a long time. But at the same time we have a 
board which helped fund us, and we have community members who are on it, 
who help get our name out there.” – Key Informant, Site 1 
Sites committed to maintaining a more intimate atmosphere within the 
larger FQHC structure have implemented different strategies to ensure a more 
traditional FSBC- like experience for their clients. One site, for example, found 
that clients were becoming frustrated with the length of time it took to access 
providers by phone, when having to deal with the automated calling tree and/or 
staff at the clinic’s front desk, or the FQHC’s contracted answering services 
during off-business hours. In response to this identified patient care experience 
improvement opportunity, the birth center midwifery service created a Google 
phone number to be answered directly by the on-call team of midwives. Mothers 
nearing their due dates would be given the phone number and encouraged to 
use it to more directly access the midwives on-call in case of labor signs.       
 
“When patients are close to labor we give them a Google number so they can 
contact us directly. Which, I think, for our group of women is a lot easier, because 
we do have – I think with a higher risk population – a socially high-risk 




of flying in when they want to. But this number allows them to kinda connect with 
us, and that's a little bit selfish on our part too. So we don't have to go triage 
somebody in the middle of the night for something that we could have handled in 
the morning. But it does give them that connection to us quickly. So just 
maintaining as much – I'm trying to make it like a private practice within this. I 
kind of had that feel of ‘There's a lot of you; it's a big organization; but you're still 
so important to us; and you can still have that closer connection to us when you 
need it. You don't just have to fly to the hospital when you have a cold; just call 
me.’ You know, that sort of thing.” – Key Informant, Site 1 
 
Another potential drawback of operating under a multi-service organization 
may be the potential of competing organizational priorities, if not structured 
carefully enough to avoid them. For example, the two FQHCs appeared to have 
implemented two different systems, in terms of triaging prenatal care clients and 
assigning them to different specialty levels according to their risk. As described in 
Chapter 3, Site 2 uses its midwifery service as the single point of entry into 
prenatal care, regardless of planned place of delivery. In this structure, all clients, 
whose pregnancy is confirmed - begin their care with the midwives and are then 
placed in a form of group prenatal care called CenteringPregnancy™ starting in 
their 26th week of gestation, unless they opt out. If medical risk requires more 
specialized care, mothers can then be co-managed or transferred to another 




Site 1, on the other hand, due to dynamics tied to its HMO status, as 
explained in Chapter 3, is set up so that patients are first assigned to a family 
medicine physician as their primary care provider within the FQHC. Should a 
pregnant patient expressly request to be transferred to the midwifery service, 
then she may receive care from a midwife and, if eligible and desired, she may 
deliver at the birth center. This structure, coupled with low levels of internal 
marketing and referrals from other specialties within the FQHC, may be 
contributing to lower than desired patient volumes for this site’s birth center. 
Some key informants hypothesized that the low rates of internal referrals were 
due, in some respect, to competing priorities within the FQHC, one being the 
requirement posed on family medicine residents to care for a certain number of 
“continuity patients”:   
 “It's wonderful in many ways, because we work alongside family medicine, who 
in terms of continuity care, is fabulous. People can deliver with us, and they can 
bring their families here; we have behavioral health; we have dental; we have all 
this stuff. It's challenging too, 'cause we kind of compete for low risk OB patients 
a little bit. So I think the thought was we'd get a lot of internal referrals. You know, 
doctors telling their patients all about the birth center. Like, ‘Would you consider 
transferring to the midwives? I think you'd be a great candidate.’ That has not 
happened, ever. And that, I realize, is probably not gonna change. With all the 
ways we've made it easy for them, you know, we came up with beautiful 




us until they hit prenatal class. And at that point, if it's gonna happen, that's when 
the transfer would occur. So yeah, lots of things I think they assumed would 
happen that have been a challenge.” – Key Informant, Site 1 
Operating as an inpatient service under the organizational umbrella of a 
mostly outpatient facility (FQHC), may give rise to unforeseen logistical 
challenges. For example, as discussed in the description of Site 1 in Chapter 3, 
contractual agreements with private payors had not been amended in a timely 
manner to account for the facility fee that an inpatient service, such as the birth 
center, required, thus contributing to significant financial struggles during the first 
years of the birth center’s operation. Another example is the IT solutions used by 
the FQHC. Electronic medical record (EMR) systems utilized may not be 
equipped to include intrapartum care data, given the mostly outpatient nature of 
the services provided by FQHCs. In these cases, birth center clinical staff at sites 
affected by this issue will generally complete intrapartum care data records on 
paper and then scan for inclusion into the EMR. Alternatively, independent 
FSBCs will usually take advantage of EMR systems designed specifically for 
birth centers, thus dealing with a less burdensome process of patient care 
documentation.  
Integrating the “innovative” birth center concept into an established 
bureaucratic system is undoubtedly challenging. As one key informant from a 




some circles, controversial. So having a commitment to talk it out, to make it 
work, to say not ‘Is this going to work out, but how is this going to work out?’ is 
key […] It’s the entrepreneurial part of a new concept, or a new innovation, that is 
hard to fit into an existing bureaucracy. So that’s a challenge, and to meet that 
challenge, having strong relationships with people and having the commitment to 
talk it through and figure it out… it’s indispensable.” 
Summary  
In summary, integrating a freestanding birth center into a Federally 
Qualified Health Center was explored as a potential strategy for FSBCs to be 
able to serve higher proportions of publicly insured patients of color and for them 
to do so in a more sustainable fashion. Benefits of operating under the 
administrative umbrella of an FQHC, as perceived by key informants include, 
among others: 
 Receiving enhanced Medicaid and Medicare reimbursement rates and 
prospective payments, arrangements reserved specifically for FQHCs 
 Accessing medical malpractice coverage under the Federal Tort Claims 
Act, contributing to the FSBCs ability to sustain over time 
 Assistance with competitive recruitment and retention of midwives and 
nurses, who can enroll in the National Health Services Corps (NHSC) and 
benefit from loan repayment programs. 
 Eligibility to receive capital improvement grants to aid with the alteration, 




the study took advantage of this benefit)  
 Co-location of ancillary clinical and social services such as care 
coordination, primary care, pediatric care, family planning services, 
dietetics and nutrition counseling, social work, behavioral and oral health 
care. Shared medical records, care coordination, and “team huddles” 
among different disciplines also aid in ensuring a collaborative team 
approach, resulting in whole-person care and associated improved 
outcomes, as well as improved access to comprehensive care and 
services. 
 Cost-effective sharing of organizational services and expertise in 
administrative departments such as Human Resources, Marketing and 
Communications, and Grant Writing and Development.  
Operating under the administrative umbrella of an FQHC also comes with 
reported drawbacks and challenges. These include:  
 Pressures to modify the model of care to increase productivity and reduce 
overhead costs. Different key informants at both sites also mentioned the 
tension between the traditional midwifery model of care that, by design, 
favors longer visits to accommodate relationship-centered care and 
patient education, and the productivity requirements of busy FQHC clinics.  
 Increased layers of oversight and regulations, that translate into additional 
time and resources spent on attending organization-wide meetings and 




 More layers of bureaucracy and governance that may limit the speed at 
which decisions can be made about public-facing marketing efforts (i.e. 
can the birth center have its own social media presence? Can it be 
administered by birth center staff, possibly leading to a more active online 
presence?) 
 “Competing for the same clients” when residency programs from other 
disciplines are structured in a way that require residents to have 
“continuity patients” and do not assign low-risk patients to level 1 
midwifery-led birth center care as their first step in care. 
 Electronic medical record (EMR) systems utilized may not be equipped to 
include intrapartum care data, given the mostly outpatient nature of the 
services provided by FQHCs. In these cases, birth center clinical staff will 
generally complete intrapartum care data records on paper and then scan 
for inclusion into the EMR. 
 Lack of peer models to draw support and guidance from, this being such 
an innovative model of birth center care in the country (only 5 out of the 
over 300 birth centers in the US are embedded in an FQHC). 
A number of key informants from several of the sites engaged for the 
project raised a hypothetical ideal scenario where birth centers committed to 
serving large proportions of publicly-insured and uninsured mothers, could take 
advantage of FQHC benefits, as part of an FQHC-like structure, but be held to 




relationship-based nature of the midwifery model of care that ultimately 
contributes to improved outcomes. The model would be an innovative hybrid 
model aimed specifically at reducing perinatal health disparities and adverse 
maternal health outcomes (e.g. “Federally Qualified Birth Center” or “Federally 
Qualified Maternity Care Home”) 
As evidenced by Site 3, strongly managed independent nonprofit birth 
centers can also be successful in taking steps towards expanding equitable 
access to birth center care for publicly insured patients and women of color. But 
the journey to achieving the goal of diversifying its patient population may be long 
and arduous for independent nonprofit practices and is highly dependent on 
individual and organizational commitment and effectiveness. On the other hand, 
additional interviews conducted with key informants affiliated with a third FQHC-
operated FSBC in the Southwest US, also revealed that being operated by an 
FQHC does not automatically lead to high rates of birth center care utilization by 
publicly insured women and patients of color. More strategies need to be 
implemented in order to make birth center care a viable and attractive option for 
low SES patients. Following is an overview of additional strategies observed by 




Dual site midwifery care service: hospital and birth center locations. 
 
As evidenced by all three sites studied for this dissertation, being able to 
offer clients both in- and out-of-hospital midwifery care options, can be beneficial 
from a business model perspective. Mothers who may be attracted to the birth 
center initially, but who, for a variety of reasons may “risk out” of birth center care 
or simply elect to deliver within a hospital setting, can still be cared for by their 
chosen midwifery team without any interruption in care, also allowing the birth 
center practice to retain the patient and be reimbursed the “professional fee” for 
the care provided.  
“And our hospital practice –one great thing about the birth center is that it does 
funnel a lot of people to us. So the women who first get out of the birth center 
tend to stay with the group in general. So all of those risked outs are coming to 
the hospital team, so we've been busier than ever. I think we did twice as many 
births this summer than we did a year ago, with fewer staff even on that side of 
things.” – Key Informant, Site 1 
Interviews with key informants revealed that offering a dual site midwifery 
service could also contribute to patient care experience satisfaction, as well as to 
improved provider experience and job satisfaction. Both patients and providers 
have the opportunity to continue the care relationship established during the 
prenatal period and carry it through the intrapartum and postpartum period, 




“I wasn’t able to have my daughter at the birth center. Later on during the 
pregnancy, she had a heart murmur. Everything is fine now and it went away, but 
because of that kind of risk, we had her at the hospital. But I was still able to 
have the midwife from the birth center be present and that was just a great 
experience within itself. It was really authentic. It was really calm. It was really 
peaceful. We actually were able to record it and also have our son there as well. 
That was something that was really important to me […] So it was a really great 
birth experience working with them.” – Non-Hispanic Black Mother, Age 23 (Site 
2) 
Furthermore, relationships with physicians and nurses at the collaborating 
hospital seem to be strengthened by the birth center midwives becoming an 
integral part of the collaborating hospital’s maternity care department, 
contributing to an increased perception of ease of transfer in case of emergent 
issues requiring more specialized care in the hospital setting.   
“So we're not somebody from the outside. If I called and said, ‘Set up the OR,’ 
they would set up the OR, or any of the midwives here, you know what I mean? 
Like, they trust us; they don't have to get the patient there and figure out that she 
had a cord prolapse. They believe us; they trust our clinical judgment.” – Key 
Informant, Site 1 
 
 “I really think that midwifery reaches actualization in out of hospital setting where 




pregnancy and birth. And, so I really think that the ideal place for low risk birth is 
in a freestanding birth center or a really well set up home birth situation. The nice 
thing about birth centers is that we can control our environment, we control our 
distance to hospitals, that sort of thing. And that’s harder to control in home 
births. So I think it's the ideal place for midwives to work, but obviously things 
come up during pregnancy and the birth centers out in (previous state where she 
worked), when we transferred to the hospital we had to say goodbye at the door. 
And I really didn’t like that. So I like that, you know we do have the knowledge 
and the skills to practice in a hospital. And so I like that continuity of care. And 
then I also like being able to offer higher risk deliveries in the hospital. Like 
VBACs and things like that. And it’s really good for relationships with the docs 
that we work with. So that they really trust us. You know that they know that what 
we’re doing in the birth center is safe. So that when we’re in the hospital they’re 
supporting us and what we’re doing in the hospital. I think it’s important to, for 
me, I really wanted to do both.” – Key Informant, Site 3  
 
 Sites also benefited from having a hospital-based service during the early 
stages of birth center development while waiting for licensing and other 
requirements to fall into place before being able to officially support patients at 
the birth center during the intrapartum care period. Several key informants 
shared that due to unforeseen delays in the licensing process, their birth center 
would have had to close down, had it not been for the already established 




Interestingly, some key informants identified an ideological split regarding 
the value of offering both in- and out-of-hospital birth options to the priority 
populations served by the freestanding birth centers. Two key informants70 who 
are regarded as “foremothers” and prominent authorities in the US midwifery 
field, and who were interviewed during the course of the project in order to gain a 
deeper historical and contextual understanding of the freestanding birth center 
model, shared their strong disapproval towards dual site midwifery services. In 
their view, these freestanding birth centers were not sufficiently investing in 
educating the local community about the innate power of the female body. They 
believed that present day birth centers offering dual site midwifery options were 
failing women by not adequately teaching them to trust their ability to safely have 
a unmedicated vaginal birth in an out-of-hospital setting. 
 
 “[…] when you give people a preference for hospital or birth center there is still 
often the preference for, you know, the question about the epidural, and pain 
relief is a very large question. You have to convince people that they can do this. 
They’re not empowered people. Now, when you present them with a task that 
looks like it’s going to be overwhelming in terms of what they might have heard 
from women who gave birth without any care, or gave birth at home without 
anyone to help, then the contractions are overwhelming, especially if they’ve 
watched someone give birth. Because when – if you say to a woman, ‘Express it. 
                                                                




Let it out,’ and she will sound – it’s like in ‘Call The Midwife’. They cry, and they 
shout, and all that sort of thing. So you can see why people would want to avoid 
that kind of situation.” –General Key Informant  
 
“Most of the women, because they're not being properly educated prenatally, I 
feel, are going to the birth center but then they are going to the hospital to have 
the baby because they can take the midwife. The midwife will go to the hospital 
with them. So what's being gained there? If you really want women of color - they 
make the decision on whether they're going to use it or not. Nobody is forcing 
them one way or the other. They come from a culture that has told them all their 
life that the hospital is the only safe place.” – General Key Informant  
 
On the other hand, all currently practicing midwives interviewed at the 
three sites studied for the project believed strongly that low SES women 
receiving midwifery care, women who would not traditionally utilize midwifery-led 
birth center care, can benefit from being introduced to this safe, effective, high-
quality relationship-based model of care. The birth center data collected by the 
sites have supported their argument that, regardless of where their birth 
ultimately takes place, publicly insured patients and women of color can 
significantly benefit from the model of care received by midwives at the birth 
center, exhibiting improved birth outcomes and care experience compared to the 




informants believed that receiving midwifery-led birth center care during the 
prenatal and postpartum period, regardless of where the intrapartum care 
episode occurs, can also increase women’s likelihood of continuing to seek 
regular well-woman care postpartum and inter-conceptionally, as a result of their 
satisfaction with the respectful and empowering patient-centered care received. 
Participating midwives also believed that this first positive exposure to midwifery 
care, for women choosing a hospital birth from the onset, could potentially 
increase the women’s likelihood of considering an out-of-hospital birth the next 
time around. Key informants particularly advocated in support of providing a 
broad array of options to low SES mothers of color, whose familiarity with 
midwifery care and birth center care may have been impacted by historical race-
based discrimination and segregation in the healthcare system. 
“We love the birth center model, but that population might initially be best served 
by more hospital-based midwives for a generation or two to accept midwives as 
good caregivers because there’s also some, you know, stigma, to then move to 
Birth Center.” – Key Informant, Site 3  
A Certified Professional Midwife71 from one of the supplemental sites 
interviewed briefly for the study, was aligned with these views and identified a 
need for modern day midwifery care to engage women “where they are” in their 
level of comfort with pregnancy, birth, and birthing options. She also shared how, 
                                                                
71 A midwife of color who has dedicated her career to serving all women, but especially women of 




in her view, system-wide factors impacting access and utilization of midwifery 
care and out-of-hospital birth options in the US, might be a reflection of deeply 
entrenched institutionalized racism, classism, and gender-based discrimination, 
whereby the norm in maternity care access and experiences can, in fact, be 
radically different depending on which socio-economic group a woman belongs 
to. The socio-economic population the mother belongs to, she shared, can also 
significantly impact the range of knowledge about and interest in the maternity 
care choices available, if and where choices do exist, in part as a result of class-
based differences in the degree of personal importance given to maternity care 
and “the experience of birth” in a context where more basic and survivalist needs 
may take priority (i.e. shelter, personal safety, food security, family cohesion, 
social support, severe morbidity and behavioral health concerns).  
Expanding access to midwifery care within a Federally Qualified Health 
Center model that offers both in- and out-of-hospital birth options may help 
ensure that low SES mothers’ holistic basic needs are met, through the wrap-
around services available to FQHC patients, but also ensure that deliberate steps 
are taken to expand equitable access to high-value, family-centered intrapartum 





Creation of an organizational culture that centers health equity as integral to its 
mission, at all levels of the organization. 
Sites that seek to serve higher proportions of publicly insured patients and 
women of color, seem to place a strong emphasis on attracting and developing 
staff that are strongly mission-oriented and are driven to collectively develop 
innovative solutions to continuously improve the quality of care provided. 
“After finishing residency, I wanted to work in a federally-qualified health center 
and I initially worked at a different one for a year, but had been drawn to this one 
for its mission and the leadership as well, at the time. I was really impressed with 
the CEO and her vision […] I think that the culture of the organization is really to 
serve the patients and people of the community, and also, always looking at new 
ideas. Health care is continually changing, and I think that as an organization, 
we're very open to change and looking for ways that we can improve, not only 
the work environment, but the lives of the patients that we're serving. I think that 
still kind of rings true today.” – Non-Hispanic White Key Informant, Site 2 
 
The recruitment and hiring of mission-focused staff is generally well-
established in FQHCs, but can also become a key practice for independently 
operating birth centers that are deliberately seeking to increase access to and 
utilization of birth center care among low SES populations: 
 




finding different ways to do that, and knowing that if we didn't do anything, we 
were mostly going to attract white, educated women with private insurance, so 
needing to be proactive about that. […] We make sure that we ask that when 
people wanna work here or be on the board, it's like, ‘This is our mission. If 
you're gonna be part of this team, you have to help us advance that mission.’  
And so people who come here have that, and help us to identify the issues and 
barriers for people to be here, and we're hopefully slowly and deliberately 
chipping away at things that keep women from coming here whether it's 
perception or more practical barriers.” – Key Informant, Site 3  
 Study sites also seem to attract (and experience less retention challenges 
when they hire) staff who either have lived experience that is similar to that of the 
population served, or have the empathy and demonstrated relevant experience 
necessary to remain committed to, not only what one key informant described as 
“underserved medicine,” but also to the continued nurturing and development of 
the local community. Together, and strongly supported by leadership with the 
same vision, they create a mission-centered organizational culture that is deeply 
committed to achieving health equity in the community served: 
 
“[…] my second birth was in a Birth Center with midwives and so the experience 
was like night and day, and so I'm really passionate about that and just having 
that (birth center) as an option for a lot of women because a lot of women just 




a lot of our patients, being 17 and pregnant, scared shitless because I didn't 
really know what the hell I was getting myself into, and that feeling of lack of 
control and then meeting people who can actually restore a little bit of that control 
back to you is a wonderful thing.  
 
I also am a big believer in that health care is a human right and it should be given 
in a culturally competent way, so that's one of the reasons why I'm still here is 
that I believe in the care that we provide our patients and I believe in the team 
that we have because I work with a group of very passionate and devoted group 
of people who really share in the mission and care about the patients and the 
work that we're doing. And so to me, sure, as (role), I could probably work in a 
hospital setting or in a larger corporation and make a whole lot more bank, but it 
would not be as rewarding […] There's some things that you just can't really put a 
value on, and so for me, those are some of the things that I value, so that's why 
I'm here.” – Hispanic Key Informant, Site 2 
 
“I think just having the history in the community and really continuing to build on 
those roots and build on those relationships with the patients, who I'm seeing for 
the first time, but have been coming here for years and years and years, or are 
now second-generation coming here to the clinic, just is really pretty amazing. 
And we all keep coming back because it does feel like a family. And there's just a 




relationship. So yeah: I think the partnership is just really a joy.” – Non-Hispanic 
White Key Informant, Site 2  
 
“I think that what we do here, overall, all the services that we offer, you know, the 
mental health, the resources, some of these ladies don’t have support. I had a 
big family when I had my child and without the support, I don’t know what I would 
have done. Most of our mothers here don’t have that. The support they get is 
what they get when they’re in this office and outside of that, they have none. So I 
think what we do here makes a difference and I’m so happy to be a part of it, 
really.” – Non-Hispanic Black Key Informant, Site 2 
 
Most key informants at all three sites raised the importance of race 
concordance between patients and birth center staff. Some also spoke of the 
birth centers’ ability (or opportunity) to offer culturally-aware and linguistically-
concordant care and services, as a strategy to create an even more effective 
mission-focused organization. 
 
“[…] I think that you really have to take the time to ask, and understand, and not 
assume that that's why some of the people are making some of the choices that 
they're making. I think that's very important. I also think that taking the time to 
learn about the population that you're serving and some of their own cultural 
beliefs is also very important because, for example, I'm Latina, and so I know 




way we view prenatal care and take care of ourselves during pregnancy. So if a 
provider doesn't take the time to listen to what I'm saying and take all of that into 
account when we're making these decisions, that's very off-putting. It's off-putting 
because it feels like you're just being brushed to the side, and so that's one 
aspect for me of culturally competent care. Making sure that we have available 
services to be able to talk to people in their preferred language is another part of 
competent care. So we all take an interpreter type of mini training, how to utilize 
the language line. We hire people specifically for language needs. It's just, again, 
not just hiring people that look like you, but also have a little bit of knowledge as 
to what are some of the social and economic barriers that you are facing. Again, 
there's nothing more off-putting than walking in and speaking to someone who 
has really no idea or desire really to understand you.” – Hispanic White Key 
Informant, Site 2 
These sites’ penchant for innovation and their staunch commitment 
towards meeting the needs of low SES populations, have given rise to birth 
centers that regularly reevaluate the care model provided and ways in which it 
can be modified to better suit the clients’ needs. Part of these birth centers’ ability 
and readiness to establish new protocols and practices stems from having 
competent and committed leaders, who deeply understand the complex needs of 
the population served and are willing, and given license, to disrupt the status quo 




“So the first thing I did within the first six weeks, we had this rule where you 
couldn’t have a new OB appointment if you had not gone to an orientation so I 
snatched that out. I was like, ‘That’s too many restrictions already. Just see the 
God damn patient.’ I also had two new grads who would not see late patients. So 
I changed that rule. So I was like, ‘Y’all are gonna see late patients. We’re late. 
People of color are late and we’re not late because we wanna be disrespectful to 
you. We’re late because shit is going on. We are stressed. We drama. And this 
appointment means everything to me but it doesn’t mean that I couldn’t’ get here 
to be mean to you or be rude to you. I couldn’t find so and so to keep my other 
baby. There was drama going on with my man. My momma needed this.’ There’s 
stuff going on and I feel like, again, I’m always pushing that people can say 
they’re culturally sensitive but are they culturally aware? […] and then I just 
started to kind of be present more, out and about, would bump into folks. ‘Hey, so 
and so.’ Like I said, I can remember names. ‘Regina, hey. How’s your sister? Did 
you tell her I’m back? Tell so and so I’m back.’ Start spreading the word so 
people would call and say, ‘Is (midwife) back? I heard (midwife)’s back. Okay. 
(midwife)’s back.’ So they start coming in the door and I started bringing back 
some of the more warm and fuzzy pieces that were not sexy. So I hold babies. 
So I don't know how many times I’ve had conversations with people about 
holding babies. And so from a very stoic professional – because I always get 
dinged on ‘I’m not professional’. That’s also my favorite, which cracks me up 




I’m assessing. I’m also reinforcing to her that she’s a good mother. There’s a lot 
of pieces to this holding baby. This isn’t textbook. You understand what I’m 
saying?” – Non-Hispanic Black Key Informant, Site 2 
 
“And so when you reach out to underserved (clients), they don't show up on their 
appointments on time, necessarily. Their lives are more chaotic. They don't have 
any many rides. Maybe they may have to get two buses to get there. And we 
don't care you know, ‘You're supposed to be here at 3:00. It's 3:20. I can't see 
you anymore.’ Your next patient's done, so you're out. That's really culturally 
insensitive, but we don't always know it, and so we're learning that. We're 
learning those things. […] they're really working very hard at this. They will see 
them, or they'll figure it out, or they'll work on switching up or get somebody else 
in. They really try to work with the patient where she is. So we're learning.” – Key 
Informant, Site 3  
 
As described in Chapter 3, birth centers seeking to increase equitable 
access to the care provided by their organization, have also readily engaged in 
changing other significant parts of the model of care provided. Sites have 
implemented innovative practices that seek to respond to the needs of their 
priority population, practices that may not be readily found in birth centers caring 
for a majority of privately-insured patients. These include longer visits to 
accommodate for the care of patients with more complex needs; the 




emergent or whose lives might not be as easily conducive to visits scheduled 
well in advance; weekly clinic days deliberately designed, promoted, and staffed 
to serve the needs of Spanish-speaking clients; group-based prenatal care to 
build community and support among women of similar gestational age; as well as 
the integration of care coordination, behavioral health care, and home visiting 
services.   
Elements of trauma-informed patient-centered care that shape the 
mission-focused organizational culture at birth centers that seek to expand 
equitable access, are integrated into many layers of the organization to ensure 
institutionalization and messaging consistency aimed at both internal and 
external audiences: 
 
“I love how different it is, in terms of the pace, from most other prenatal offices. 
Even other midwifery offices. What we have, we really have an amount of time 
that can help establish a relationship with the clients that we serve so that they 
don’t feel rushed.  
 
We really try to do a good job of giving people a lot of options. I think here people 
truly do comprehensive informed consent about everything. And really offer that 
people can decline anything that we recommend. […] I mean it’s infused in 
everything. And it’s in the protocol. So it is, it's very explicitly spelled out in all of 
the documentation that goes to clients and all of the paperwork that we use and 




style here. Like, you just – you see everybody do it all the time. It becomes – 
there’s different language that people use here that I haven’t heard elsewhere 
[…] Very feminist focused, very autonomy and bodily autonomy focused […] ‘You 
know, you can decline this. Here is the risk that I’m worried about and you need 
to do what’s right for you.’” – Key Informant, Site 3  
 
 
Investments in education about wellness, reproductive health, and midwifery care 
early on in priority population’s lives. 
 
Key informants at two sites shared that an overarching strategy to expand 
equitable access to midwifery-led birth center care is to invest in education of 
local underserved communities. Education, in this context, is to be targeted 
specifically to school-age children and focused on general health and wellness 
and reproductive health to ensure that young people can be exposed to 
important information necessary for them to maintain their preconception and 
reproductive health. At the same time, members of the local community can gain 
exposure to the midwives delivering the education and demystifying topics 
around pregnancy, childbirth, and maternity care.  
“Labor is so challenging. I think we don’t do a good enough job to really expose 
young women, and I think a lot of us agree that we should be in middle schools 
talking about birth and breastfeeding and baby care and taking care of yourself 




five love languages in middle school. And we should start early, right? We should 
start earlier. Like, the education shouldn’t begin in high school when perhaps 
people are already active. 
 
So I feel like we do need to do a better job of letting people know. […] And we do 
need to do a better job of just educating across the country how beneficial it can 
be. Out of hospital, less intervention, and more personal care – personalized 
care where people are getting to know you and in – they spend a different 
amount of time altogether.” – Key Informant, Site 2 
“And the reproductive piece is so important because so many of our patients: 
from the neck down is darkness. They were never taught in school about 
reproductive health. So they come in – I think the thing we see most often on the 
chief complaint is ‘vaginal complaint’, with no concept of: ‘Oh, some discharge at 
different points in my cycle is normal,’ and understanding of that. Because it's 
never taught in schools. So there's so many layers.” – Key Informant, Site 2 
 
A childbirth doula and aspiring midwife of color residing in a state with 
limited maternity care options shared her perspective in a recent social media 
post72, passionately reinforcing the message shared by many key informants 
participating in this study: 
                                                                




“Choice. Choice... I’m over that word of privilege that doesn't exist in the 
communities I serve. That word is NOT equal, it's NOT fair and NOT accessible 
to all in the same context, especially in Maternal Child Health realm. So many 
WOC73 don't know what a doula is, don't know what the difference is with a 
Midwife/OB-GYN, don't know WHY breastmilk is better for them AND their child, 
don't know the potential consequences of F-O-R-M-U-L-A, don't know ...don’t 
know...they DON'T have all the pieces for the puzzle but have to make a decision 
either way - that is NOT CHOICE! The choices we get to make aren't always 
respected, not informed and NOT consensual in our ability to MAKE the best 
...we are just doing the best with what we have ...”  
One site (Site 3) has begun securing funding to actually facilitate these 
educational efforts within the local public school system and has been invited to 
return year after year. The most recent effort has grown from simply going into 
the school’s classrooms, to the students and teachers requesting to visit the birth 
center as a special field trip: 
 
“When we do the education portion and we go into the community schools, we 
talk about midwifery as a career, you know, prenatal and childbirth and delivery 
and what it really looks like. Not sugarcoating it, really using the exact terms to 
describe it, understanding the concept of pain and how that feels, what 
breastfeeding is. And then we talk about sexual education. And not in a sense 
                                                                




that we're telling you to not do it, 'cause it's not our jobs to tell someone what 
they're gonna do with their bodies. But how to be safe with it, how to continuously 
be checked out and things like that over time so that you can be prepared, be 
safe, and protect yourself. […] All of that is important because if we're trying to 
cultivate better environments, healthier births and things like that, we have to, 
one, educate the community, and two, we have to allow the community to know 
what services are out there. Even if they choose not to come to (birth center), just 
instilling power in them to know that they have power to choose their provider: if 
they are feeling neglected or their provider isn't listening to them, they have the 
power to leave. Just understanding what they don't have to put up with in health 
care. Because a lot of what that birth center model of care relies on, is health 
advocacy for self and also education for self. [..] and that's what we try to put out 
into the community to understand in general: ‘This is not what you have to deal 
with. Be a part of your life.’ […] – we don't even know what's going on with our 
own bodies, and kind of like we're stripped away from this thing that we walk with 
every day. So it's kinda like just bringing people more in tune with themselves. 
And it's important to do that. When we have two major health networks here that 
are at odds with each other, one, and then significant amounts of testimonies of 
people experiencing discrimination or just overall inequities between races.” – 
Key Informant, Site 3 
 
Deliberate efforts to reach out to childbearing women of color in the local 




midwifery and the birth center model and break down some of the most common 
misconceptions. One of the sites (Site 3) employs a staff member whose 
responsibilities include, in large part, community engagement efforts such as 
tabling at health fairs, participating in community meetings, engaging partner 
organizations, and so forth. The other two sites do not have dedicated staff 
members, but instead seem to rely heavily on partner organizations (and to some 
extent, the parent FQHC organization74) to help raise awareness about midwifery 
care and the birth center. 
“I think for some of the women, I think they’re uneducated about being outside of 
a hospital. They sometimes think ‘They’re midwives, so they’re just nurses that 
are delivering babies.’ You know, they’re not really sure of their skill sets and that 
makes them nervous. That makes them nervous that it’s not an OB or surgeon 
that’s going to deliver their baby.” – Non-Hispanic Black, Key Informant, Site 3 
 
“And so to really make sure that we're welcoming and accessible to people of all 
different backgrounds, we have to be really deliberate about that. And not only in 
terms of our outreach and communication, letting people know what we do, the 
different services, the different support that we offer, that we accept Medicaid – 
we've always accepted Medicaid and a lotta people assume that we don't. So we 
have to be very deliberate about letting people know that. But also just kind of 
destigmatize midwifery and out-of-hospital birth. 'Cause it's very deep. Because 
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up until even the '50s and '60s here, a lot of black women, other women of color 
– hospitals were still segregated. And there's a long tradition of midwifery here in 
this country in the South with black midwives. But of course they were 
marginalized. So when we talk with people, to choose this route could seem – is 
like: ‘Why would I go there? Why shouldn't I go to the hospital that has everything 
that I need?’ And there's this history there, within a generation, a couple 
generations, where people couldn't have their babies at the better-resourced 
hospital. So it's getting over a long history that way. So it's gonna take a lot, you 
know?” – Non-Hispanic White, Key Informant, Site 3 
A more indirect vehicle for educating communities of color and publicly 
insured women about midwifery care and birth center options, is to offer other 
opportunities for non-pregnant individuals and families to enter the birth center 
space and interact with center staff. To this end, all three sites offer 
gynecological care for non-pregnant individuals. This not only allows women in 
the community to gain exposure to safe, respectful, patient-centered care 
delivered by midwives, but also allows midwives to deliver the intense health 
education and relationship-based care that is integral to the midwifery model of 
care and that is seen, by key informants, as a strategy to improve the 
preconception health status of low SES women who might desire a birth center 
birth, thus lowering their chances of “risking out” of birth center care in the future. 




want it because it's just they're so used to being […] They don't know what they 
don't know, and they're used to being not treated very respectfully, and they just 
wanna get in and get out and be as healthy as they can, and they make that 
function, they make that work. So we wanna make it better, and get in there and 
say, ‘Well, what do you need and how can we bring this kind of women's center 
respectful care, slower care, you know, directed to you and your body? How can 
we bring that to you?’” – Key Informant, Site 3  
 
  Another strategy utilized by Site 3 to indirectly increase exposure to and 
acceptability of the birth center, is to make the facility available for use for local 
breastfeeding support groups serving women of color: 
 
“[…] we hold our meetings there, our (city) Black Breastfeeding meetings, and we 
hold them there twice a month. Even those women that come to the meeting not 
for the purpose of being seen by a midwife, but they’re in the atmosphere, they’re 
around. They’re like ‘Wow, you can actually have your baby here?’, so they’re 
getting kind of educated about that. These are women of color. I definitely think it 
has changed even within the past two years. Before, a lot of my women of color 
patients would not go there. They weren’t going there, because of that (lack of 
staff diversity, which she said is improving) and just because of the not knowing 
that they’re eligible to go to a center like this.” – Key Informant, Site 3 
 
 Investing resources into community engagement and education is a 




population to be served, as well as to raise awareness and debunk myths about 
midwifery care and out-of-hospital births within the community. 
 
Strengthening fundraising capacity to support expansion of equitable access to 
midwifery-led birth center care 
All three participating sites have benefitted from new and continued 
support from the FQHC-affiliated charitable foundations and/or foundation and 
governmental grants that have allowed them to develop, offer, and expand 
valuable ancillary services and increased coordination of care for their maternity 
care clients. For example, Site 2 is a recipient of HRSA-funded Federal Healthy 
Start grants that enable the birth center to provide low SES mothers with 
intensive home visiting and care coordination services. They were also a 
recipient of March of Dimes grants to fund startup costs related to launching its 
CenteringPregnancy™ program. Sites 1 and 3 were recipients of CMMI-funded 
Strong Start for Mothers and Newborns grant monies allowing them to implement 
additional wrap-around programs such as peer-support and behavioral health 
services for low-SES mothers. As described in Section 3 of Chapter 3, as an 
independent nonprofit organization, Site 3 has achieved and sustained a 
remarkable ability to raise funds from governmental sources, grant-making 
foundations, private donors, as well as commercial insurers, who have become 
regular supporters of the birth center. These fundraising efforts have largely been 




better meet the maternity and reproductive health care needs of the local 
underserved population. Site 3 has also engaged with local organizational 
partners to help meet their deliverables tied to expanding access to affordable 
quality reproductive health care for publicly insured and uninsured populations 
(i.e. local Title X subcontract funds).   
 “[…] if a majority of our clients had Medicaid, that would significantly change 
what our finances look like with our current payers. So we'd have to fundraise 
more to sustain our staff, just to make everything run and to provide the same 
level of care. The thing that we're always talking about as birth centers is: what 
the birth center model allows us to do is to dedicate more time. And that is one of 
the things that is an equalizer. Because having people walk into our center, we 
can't fix everything. […] We realize that. But […] midwifery care and providing 
that time and respect and care can help mitigate – I love that quote that was in 
that ProPublica article75 – help mitigate some of that. But our current payment 
system isn't set up for that. Then, that's why a lot of OBs and other providers 
have these very short visits: because that's how they can bill and that's how they 
survive and pay their staff, or ultimately decide they can't do it anymore and let 
themselves get bought out by a big hospital system. I mean, that's certainly 
what's happening here in (city). So fundraising helps us support that: giving 
people a whole hour for their first visit here so they get to know the person and 
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can work with them to come up with a care plan that makes sense for them and 
not just take vital signs and ask them if they're eating properly without asking 
them – ‘Okay, you should be eating better,’ and helping them actually figure out 
how to get better food. So being part of a nonprofit helps us be able to bring all 
those pieces together.” – Key Informant, Site 3 
Financial constraints tied to below-target client volumes, claims denials, 
time-consuming resubmission cycles, and inadequate reimbursements continue 
to threaten the financial viability and sustainability of the FQHC-based birth 
centers studied for this project. However, these are not unusual challenges 
among freestanding birth centers with a similar number of years in operation as 
Sites 1 and 2. In fact, according to a recent AABC survey, 45% of responding 
FSBCs took 3 years or longer to break even, while 56% were solvent in 2 or less 
years.(69)  
Staff recruitment and retention strategies 
As discussed extensively in Chapter 3, challenges tied to staff recruitment 
and retention are not uncommon and can, in some cases, tamper a birth center’s 
ability to effectively and consistently serve the low SES populations.76 
Opportunities exist to mitigate these difficulties at a higher systems-level through, 
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for example, broad-based efforts to diversify the midwifery profession and 
increasing midwifery students’ preparation in out-of-hospital clinical care and 
administrative competencies. Effective strategies can also be implemented at the 
local community and organizational level. 
Key informants discussed strategies used to recruit a more diverse staff. 
These include deliberately placing job announcements on targeted advertising 
channels that prioritize professionals of color (i.e. local black nurses’ 
association), investing in the development of lower-level staff seeking advanced 
training, as well as promoting talent from within the organization (e.g. retaining 
on-staff RNs of color studying to become midwives and placing them as 
midwifery interns or fellows, with the ultimate plan of adding them to their full-time 
midwifery team).  All three sites also reported successful outcomes from hiring 
qualified former clients to join the birth center staff. This allowed them to 
minimize turnover tied to staff members not being fully committed to promoting 
the birth center model of care, or not being sufficiently committed to caring for the 
complex needs of low SES populations.  
Other recruitment strategies employed by studied sites are more distal in 
nature and were described as “planting some deep seeds.” These included 
utilizing current staff of color as ambassadors to reach out to local school-aged 
children, as well as college students to share information about careers such as 




viable and attractive professions:   
“Our birth center is really working hard to reach out to women of color to consider 
nursing and midwifery as a profession because we understand that we also won’t 
see these health disparities improve until women see people who look like them 
for care providers. And so we’re spending a lot of time out in the community 
making sure people know that this is an option and to learn more about it. And 
we’ve always made recruiting people of color for staff at the midwife center a 
priority.” – Key Informant, Non-Hispanic White, Site 3 
A couple of key informants from Site 3 also introduced a variation on the 
topic of staff diversification, by discussing the importance of hiring diverse staff at 
different levels of the organization, including managerial levels, as a strategy to 
shape the organization to become more effective at serving the needs of diverse 
populations. While the following quotes are from Site 3, the researcher observed 
this practice being actively implemented at Site 2, leading to many of the positive 
intended outcomes. For example, Site 2 was able to increase its patient volume 
by making changes that were culturally-relevant and highly responsive to the 
needs of the priority population. These changes were led primarily by 
administrators and clinicians who were culturally representative of the priority 
population. 
“And I talked to someone previously about this where it's this power level. 




and information and you tell me you don't need anything and you tell me you're 
fine and you tell me you don't need to do that. And then you'll see (black midwife) 
in a month and you'll say, ‘Da da da da da da,’ and she's like, "(name), did you 
not" – like, ‘I tried to help her. ‘But where is my power?’ As a midwife, you have – 
it's the (birth center). If there's a black midwife, it's like, ‘Oh, that's where the 
power lays.’ And so it's kinda weird.” – Key Informant, Site 3  
 
“I still think there’s quite a ways to go. Especially with critical mass of there being 
people of color on staff who have decision-making power. I think – I don’t know 
that a lot can change until that really happens. And that has changed too. When I 
was here before, I mean, there are more people now on staff who are people of 
color. Baby steps. But, there’s a big difference. ‘Cause I think there are some 
positions, like front office, it’s really easy to hire to. But do those people get to 
make decisions and really shape the organization? You know I feel like those are 
positions where you are given ‘this is the scope of your position’, you know, and 
‘please give input,’ but it’s not input that necessarily sticks or – yeah. There’s not 
the sway that comes with other very long term directorial or care provider 
positions.” – Key Informant, Site 3  
As discussed earlier in this chapter, having the birth center be integrated 
into a Federally Qualified Health Center (FQHC) can be perceived as a benefit 
when it comes to facilitating staff recruitment. As an independent nonprofit 




developed to recruit newly trained health care professionals to serve in FQHCs 
and provider shortage communities. Absent such tool, the organization 
developed an alternative program that helps attract new nurse midwifery 
graduates by paying a fairly competitive salary, providing solid mentorship 
opportunities, and allowing for student loans to be put in deferment during the 
duration of the fellowship. This year-long fellowship program has introduced a 
number of certified nurse midwives to out-of-hospital birth and many of its 
graduates have remained on staff upon completion. 
 
“We have not been successful at actual hiring experienced midwives because 
they can’t take the pay cut. We just can’t afford to keep up with hospital based 
salaries. And so that’s why we started the fellowship program. Because there 
was a fellowship program down at the birth center that I was at in (state). And so 
we modeled it off of that. And really it’s a very gentle entry into midwifery. And so 
we attract people that really feel strongly about the way they deliver care. So, 
again, they choose the philosophy of care over the pay.” – Key Informant, Site 3 
 
Scheduling practices varied among birth centers participating in this study. 
What was common across all sites, though, was a recognition of the impact that 
scheduling can have on staff job satisfaction and morale, and ultimately, on staff 
burnout. Some of the variations observed had to do with the length and 
frequency of on-call periods (12- vs. 24- hour vs. week-long calls), as well as with 




the day after their on-call shift.   
“Another really important thing about our practice is that we never work our post 
call days. So we’re never scheduled. And when we’re on call we don’t have office 
responsibilities. So some busy practices, you know you have to cover the office 
and on call. And then that’s not good for clients because, you know, your office 
can get canceled a lot because the midwife has to go catch a baby or something 
like that.” – Key Informant, Site 3 
“Yeah. Oh, for sure. Yes. (when asked about staff burnout) Especially in birth 
centers because even though our volume is lower, the intensity of the job is really 
high. You know people attach to us. And they – the people that come to birth 
centers are very invested in a certain type of birth. So when it doesn’t go that way 
it can be really hard for them. And so and 24 hour shifts are rough. We’ve trialed 
12 hour shifts but they didn’t like how many times they had to be on call. So 
everybody really likes that. But when you look at ACNM, statistics. The average 
span of full scope midwifery care is seven years. Most midwives only make it 
seven years. And so we’ve tried things to really extend that. Like we have one of 
the biggest staff for our birth center. A lot of birth centers are just like two or three 
midwives. And that’s a really tough life. So having more midwives means they’re 
on call less. […] We get honorariums from a couple universities for having 
students. So we pool all that money and every year we go to a spa and we do 




their post-call days they’re off. This is a really tight group of midwives too, so if 
someone’s struggling, we send out a text and, you know people are always 
willing to step in and help. And when someone’s getting slammed or they’re 
feeling sick, they can just really depend on their colleagues to step up and help 
them. So those are some of the things that we try to do. And also, the fact that 
our office days are not as crazy as a lot of hospital midwives’ office days are 
because they have longer appointment times, people like that better. And also 
being in a small nonprofit, I think we help avoid turnover because they feel like 
their voices are heard.” – Key Informant, Site 3 
 
Two out of the three sites were implementing a staffing model that 
included one Certified Nurse Midwife (CNM) and a Registered Nurse (RN) being 
on call for and attending each birth at the birth center, in addition to a CNM on 
call for births occurring at the collaborating hospital. This model, requiring less 
frequent on call shifts for each midwife, was credited with reducing staff burnout 
compared to staffing models that require two CNMs to attend each birth center 
birth, with additional CNMs working hospital-based on call shifts. This change in 
staffing model, coupled with additional onsite ancillary services and programs, 
such as group prenatal care and/or behavioral health care services, and the 
occasional reliance on registry/per diem nurses, have contributed to a perceived 
lower level of staff burnout on the part of midwives.  




do all themselves in clinic, so I think it was a high burnout and turnover rate from 
that. Now I think that (Clinical Director) has done a really good job of creating a 
good schedule that allows for - we have now some pretty young midwives, who 
can cover vacations and more birth assistants who can serve as the second 
assist at a Birth Center birth, so it alleviates some of that always having to have a 




2. How Do Publicly Insured Women of Color Make the Decision to Utilize 
Freestanding Birth Centers and What Are Their Experiences with Them? 
Twelve publicly-insured postpartum women of color, living in five different 
states, and receiving care in one of the three birth centers studied for this project, 
agreed to share the decision-making processes they engaged in when choosing 
a provider and/or place of birth, as well as their experiences with the prenatal, 
intrapartum, and postpartum care received. Participants ranged in age from 21 to 
38, and included four nulliparous and eight multiparous mothers. Among those 
who had given birth before, most had a history of exposure to hospital-based 
maternity care and used that lived experience as a basis for comparison when 
discussing their birth center care experience.  
Participating mothers offered an opportunity for case completion, with 
most data supporting and reinforcing the findings arising from other case study 




onsite observations, and document reviews. That said, given the relatively low 
number of postpartum patients participating in the overall study, findings related 
to the fourth research question are characterized as preliminary and could be 
used to inform further efforts to explore common themes among a greater 
number of publicly insured mothers of color receiving birth center care in the U.S. 
The following review includes findings arising directly from interviews with 
participating mothers, as well as where appropriate, from the perspectives of 
other key informants such as clinicians, administrators, and other related staff 
and partner organizations. 
Patients’ Needs as Perceived by Key Informants 
Birth center staff and affiliated key informants shared their experiences 
caring for high proportions of publicly-insured women of color. When discussing 
the common needs and risks that their patients grappled with, common themes 
arose across all three sites. Below is a review of such needs, as perceived by 
key informants. 
“We stressed all the damn time” 
The complexity of patients’ lives rose as one of the most distressing 
issues experienced by women served by these sites. This complexity manifests 
in a number of compounding stressors in women’s daily lives, often impacting 
their mental and physical wellbeing, and influencing their ability to remain eligible 
for their planned out-of-hospital birth setting. The most cited stressor was the 




who might temporarily reside with them in overcrowded quarters. Some of the 
participating postpartum mothers also shared their experiences with housing 
challenges and constructed their narratives around housing as a risk factor for 
physical health complications they experienced during pregnancy. Inadequate 
nutrition leading to anemia and poor skin integrity seemed to be another common 
theme, as was the exposure to toxic stress, interpersonal and neighborhood 
violence, and associated high rates of pregnancy-induced hypertension. The 
“sicker status” of the population served is also perceived as a challenge that 
contributes to the lower volume of clients who deliver at the birth center, 
especially in those sites where midwifery-led birth center care is not the default 
entry point into maternity care for all women with low risk pregnancies. 
 
“I think that this is a really great model; it's harder than I expected. And part of 
that is the acuity of the patients; that the patients are sicker. To get really low risk 
women who are low income is hard. You need a lot to get people – enough to 
really deliver here. And that surprises me; that surprised me that – and it's for all 
those reasons.” – Key Informant, Site 1 
“Their needs are just like any other pregnant lady. It's just that they have more 
complicated lives and they're sicker. That's the thing we've identified; they 
definitely start out, as a group, sicker.” – Key Informant, Site 1 
 
 “I had a patient recently, just a couple days ago who transferred to us very late 




terrible skin integrity. So her perineum tore like crazy, and she was already so 
anemic and just so malnourished that it really – I feel like it really did help put her 
at risk for the severe preeclampsia, and certainly for her skin integrity, her bottom 
just kind of blowing out during delivery. It was definitely one of the more telling, 
you know, poverty affecting outcome in a way. […] So we see quite a bit of that. 
Yeah, and I think being – particularly at our (location) clinic, […] it's probably one 
of the most violent neighborhoods in the country. And most of the women who I 
have seen there, have seen somebody close to them get killed. And I just can't 
imagine what that could feel like, and again, with (FQHC) it's great 'cause we can 
link them in with behavioral health if they're open to it. But yeah, yeah, we care 
for women who are very – I don't know; their lives are complicated, really 
complicated.” – Key Informant, Site 1 
The underlying, insidious root causes of these stressors are exposure to 
racism, in many of its forms,77 and a lifetime of poverty. Many providers across all 
sites realized and discussed this reality, though not all felt comfortable assigning 
it its appropriate name. One provider of color shared her perspective when 
discussing the interplay between race, racism, and healthcare in the U.S. and 
how it impacts the model of care delivered at her site:  
 
“I remember the providers that treated us like shit because they knew we were 
poor and black and on welfare and I remember the providers that didn’t treat us 
                                                                




like shit. […] you have to remember my momma was in segregation. Not my 
great great grandmother, my MOTHER can tell you about segregation. My great 
grandmother, who also raised me, was a wet nurse for a pencil. This is 
somebody I interacted with, who fed a white baby for seven months and got a 
pencil. So we’re not talking about generations far ago.  I got an auntie, who was 
part of the sterilization of North Carolina project, who got a hysterectomy and 
didn’t know. So word spreads and so we have this – even as healthcare 
providers, you have a distrust of medicine. You have a distrust of the systems 
and so you do not trust. And if you sniff that somebody’s gonna be interacting 
with you that you feel like is gonna judge you -- Just like being African American, 
you can interact with somebody who is not of color and know they’re racist. You 
can feel it, their presence, their tone, how they look at you and you’re like, “Ah-
ha, they don’t mess with me like that,” and you change your behavior. Like Paul 
Dunbar said, “You wear the mask.” You learn how to wear the mask when you’re 
interacting this way. So you know what I’m saying? We stressed, Jordana. We 
stressed all the damn time.” – Key Informant, Site 2 
While this constant level of vigilance and stress is insidious, deeply rooted, 
and influenced by a number of factors and actors, providers at these sites often 
discussed their deep belief in how the model of care provided at the birth centers, 
could help mitigate some of the daily stress experienced by patients. In this 
model of care, relationships are developed and built with increasing trust 




strong sense of power and control over her own care, body, and experience. Also 
a model that provides judgement-free wrap-around services that are aimed at 
bridging some of the most glaring psychosocial needs she may be grappling with 
(i.e. housing, nutrition, mental health). Following is a review of mothers’ accounts 
regarding the decision-making processes they undertook when seeking care with 
the birth center midwives, and about the care they experienced before, during, 
and after birth.  
Mother’s Decision-Making Processes and Motivations for Seeking Midwifery-Led 
Birth Center Care 
Several of the mothers interviewed for this project had not planned to 
become pregnant when they did. In fact, some mothers spoke of being “in denial” 
and purposefully delaying their prenatal care because they did not believe the 
home-based pregnancy test they had used and because their lives were already 
too complicated to add on one more layer of demands. Mothers who felt like they 
were in denial, stated that the first ultrasound was often the first time they were 
faced with the reality of their pregnancy and with having to take next steps in the 
selection of their provider and site of care. Once they accepted the reality of their 
pregnancy, they were often overcome by feelings of excitement, sometimes 
mixed with nervousness and/or ambivalence regarding next steps. 
“I think I was in a bit of denial. Like, I still didn’t believe I was pregnant until I saw 




was unreal until I actually saw the baby on the ultrasound. And once I saw the 
baby on the ultrasound I was excited, but nervous. I didn’t know what I was going 
to do. Because I’m still in school, and I didn’t know how I was going to balance 
school and also be a mom, and work, and all of that.” –Non-Hispanic Black 
Mother, Age 22 (Site 2)  
“My mom was there. It was really overwhelming. I got to hear the heartbeat. I 
was very emotional and things like that. At that point, I still wasn't sure whether or 
not I wanted to keep it or what I wanted to do. But they were really supportive of 
whatever decision I wanted to make. So, I don't know, they're really friendly, so I 
really loved them and I'm glad that I chose to do my prenatal care through them. I 
had never heard of a midwife or anything like that.” –Non-Hispanic Black Mother, 
Age 21 (Site 3) 
It was not uncommon for mothers to report that they were not initially 
aware of the midwifery model of care and/or birth center care. In many cases the 
decision to consider midwives was spurred by what they had been reading or 
viewing on the Internet while researching different types of births, such as water 
birth and/or pain relief methods. In the case of a second-time mother who 
reported a poor birth experience78 with her first child, she started realizing that 
                                                                
78 She reported believing that her first induction was not medically necessary, but at the time, she 
felt rushed and not sufficiently educated to make a proper decision and advocate for herself. She 
felt that vaginal checks were being performed too frequently and unnecessarily, especially since 
they were being carried out by male providers, despite her (and her husband’s) repeated 





the kinds of birth stories she was being most drawn too on the Internet79 were 
births attended by midwives. She then researched midwifery practices and 
discovered that there weren’t any close to where she lived, which in and of itself 
was a large barrier. Being a burqa-wearing immigrant Muslim woman, she was 
often reluctant to venture too far away from her neighborhood. After calling the 
birth center and finding out that her insurance was accepted, she chose to 
schedule a tour: 
 
“I was searching everywhere for a midwife closest to me. I was searching so 
badly to find one […] They were so nice and kind to me and they were showing 
me the rooms and everything. And then they were like ‘You're welcome to come 
any day’ and I scheduled an appointment, the first appointment was nice, very 
much good, they treated me good, too. I was shocked since you know, I'm a 
Muslim. Sometimes others, like, they don't treat us good but hopefully they were 
good and hopefully everything was good, so yeah." – Middle-Eastern Mother, 
Age 22 (Site 1) 
Several mothers were referred to the birth center by other providers who 
felt like the model of care provided by the birth center midwives would be closely-
aligned with the clients’ personal preferences. In other cases, the referral 
                                                                
to more effectively cope with the intensity of the pain. While she ultimately delivered her baby 
vaginally and un-medicated, her experience was perceived as traumatic. 
79 YouTube and Baby Center forums were mentioned as the greatest source of birth-related 
information she was exposed to when making a decision about what kind of birth experience and 




occurred out of necessity: 
 
“When I found out that I was pregnant I called everywhere just 'cause, you know, 
I wasn't too sure how far along I was and it was Memorial Day weekend so it was 
a holiday weekend, a lot of places were closed. Planned Parenthood 
recommended the birth center and that I would call them. And so I called them 
and they were the only ones who were open that day so I went in and they were 
able to tell me how far along I was and get me an emergency ultrasound and 
things like that.” –Non-Hispanic Black Mother, Age 21 (Site 3) 
A few mothers had initially explored the possibility of having a home birth, 
soon to realize that there were either no homebirth midwives serving their 
geographical area, or that those who were available did not accept their Medicaid 
insurance policy and required a high out-of-pocket payment they could not afford. 
The birth center was therefore the next best option available to them, to help 
them to achieve the type of birth experience and optimal outcomes they desired: 
“So I found out that I was pregnant at a – at a routine checkup at Planned 
Parenthood. So there, through my – I had medical card. So from there they 
referred me through a list of healthcare offices around me. And then I started 
doing my own research as far as water birth and no – no pain medication. And 
that's where I found (Birth Center). There was a home birth, which was my first 
option. Where a midwife comes to you. But unfortunately that wasn't covered by 




was something that I couldn't – yeah. I couldn't afford. But a water birth, where 
you have it at a birthing center, and still assisted by a midwife, but no medication; 
that was covered with my – with my medical card. So that's how I went about it 
[…] They offered a tour of the birthing center. So then that's when I was really – I 
got really excited and I said ‘This is what I wanna do. […] The fact that everything 
– it has like, this home-feel to it. You know, it wasn't like a big hospital. So, that to 
me was like, it didn't look like a hospital at all. I mean, the whole place, you know. 
It had its bed. Its tub. So it made me feel like – like I was home. Yeah. So it was 
that warm and that same warmth – [speaks to baby] – that same warmth was 
during my prenatal care. Like the midwives – I felt like they were my friends. Like, 
it wasn't – I wasn't talking to a healthcare provider. Like, they ask questions. It 
was really, really – it was that warmth that – nice, yeah.” –Non-Hispanic Black 
Mother, Age 25 (Site 1)  
 
 All participating mothers relied on the Internet, at one or more points in 
time during the decision-making process, as one of the primary tools to obtain 
information about different birthing options, availability and online reviews of 
providers and practices, as well as insurance eligibility. Several mothers reported 
having viewed the documentary “Business of Being Born” before becoming 
pregnant, which influenced their decision to research their various available 
options prior to selecting a preferred provider and birth setting. Additionally, a 
couple of mothers spoke of having been influenced by others in their social 




specifically, a participant from Site 2 spoke of a pregnant friend living in another 
state who was raving about the birth center where she was receiving midwifery 
care. That spurred her to explore whether there were any similar provider 
practices in her own geographic location. The relationship between the two 
friends continued throughout the pregnancy and served as a long-distance 
support system. Another postpartum mother from Site 2 spoke of how her 
pregnant sister shared her own positive experience with group prenatal care at a 
different FQHC site. In a conversation with an FQHC oral health care provider, 
she learned that the FQHC site located closest to her residence also offered 
group prenatal care, a discovery that led her to seek care at the birth center.   
“So my friend, […] she was eight weeks earlier than me and she was looking into 
the birthing center way before me. And so she was telling me that the place that 
she was going to, how they have all of these education pieces where they’ll give 
you free things if you read different pamphlets and you write about it. I was like 
‘Oh, that’s pretty nice.’ And she was just telling me about how she loves her 
midwife and she thinks that she’s going to end up having a baby there. Because 
we were talking about insurance, like what her insurance covers and everything. 
She was like ‘I think I’m just going to pay for it and just have the baby at the 
birthing center’. And she was like ‘You need to.’ I was like ‘No, I’m just going to 
have the baby at the hospital.’ I’m not trying to, you know, look into all of that 
because I really don’t have time since I was in school. And she’s out of school. 




don’t think I’ll be able to find any place around here.’ But I found the (Birth 
Center), and since then I fell in love, and so every time I would go to the 
appointments I would always tell her about it. And it kind of made me happy to 
talk to her before I chose it, because I knew what I was looking for and I knew the 
type of things that they would allow me to do even before I talked to them. 
Because they were doing the same thing in (state).” – Non-Hispanic Black 
Mother, Age 22 (Site 2)  
Birth center staff also discussed the influence that family, partners, and 
peers might have on the mother’s decision-making process to seek care at the 
birth center. Narratives provided by birth center staff varied and were reflective of 
the broad array and intensity of influence that mothers’ social networks may or 
may not have depending on the degree of the mother’s original level of 
knowledge and conviction about midwifery-led birth center care.  
It is common practice for all three sites to actively encourage mothers to 
include partners and family members from the very beginning of their care, 
including when still assessing whether the birth center is a good option for them. 
While most of the women interviewed for this project shared receiving positive 
influences and support from their immediate social circle, some reported having 
to “stand their ground” and convince their immediate circle to support their 
decision. Still, too many mothers may ultimately become persuaded by members 




giving birth outside the hospital setting – mostly because of misconceptions and 
concerns about safety. Interviews with mothers who ultimately choose not to 
pursue birth center care, after initial consideration, might provide more first-hand 
insight into this dynamic. 
 
“I was giving a tour three weeks ago to a first-time mom and I could tell 
that she wanted the birth center, but her sister was with her and everything out of 
her mouth was negative. Like ‘No, that’s too much of a risk, no.’ So finally, I had 
to say and I had to remember ‘Okay, she’s not a patient yet, be careful.’ I said, 
‘It’s your choice, it’s what you feel comfortable with. You know,’ I said, ‘I hear 
your sister, but the same time, obviously you want a natural, you want something 
different outside of the hospital setting. You say you don’t like hospitals, you love 
the way the rooms look, they’re cozy, they’re comfortable, you think that you can 
do this. So you have to go with your gut instinct.’ And her sister’s like ‘No, no, uh-
uh,” and she’s like ‘Mom’s not going to like this.’ I look at her and I’m like ‘It’s your 
decision.’ And the next week she came in for her new OB appointment. When 
she saw me, she’s like ‘Miss (name), I listened to what you said and I decided 
that it’s my birth, it’s what I want and this is what I want. You know, they might 
not be for it because they’re worried about pain, they’re worried about if 
something goes wrong, but I’m not worried about that.’ She’s like ‘You reassured 
me enough to know that I’m going to be seen by qualified midwives who know 




here now. So I think that the people that surround them have a lot to do even 
with them coming here.” – Key Informant, Site 2 
 
“What I find is if the mother doesn’t really want to give birth (at the birth center) 
regardless of what anyone says to encourage her to, she’s not going to.” – Key 
Informant, Site 2 
 
“I've seen a few clients come here because they really wanted to do it, and I've 
seen them leave because their families did not agree with this type of birth or 
care. And where we can try to encourage families to learn more – it kinda sucks 
when it's the families or even the partner that's against the care. Because then 
the women are more likely to back out. And just knowing that our practices have 
very low risk rates due to low interventions – we don't use as many interventions 
or tools to look at birth, and knowing that we view birth as assistants – like we're 
the assistants to the mother delivering. We're not in power here; it's the mom. We 
have to build up Mom. We have to support Mom. […] But sometimes it's kinda 
hard to convince them of that. Because I think, culturally, what the norm here in 
America is: the doctors must do their job. And it's like: but we take so much 
power away from the woman whenever we say that, or whenever we say it's the 
doctor's job to do the work. Because SHE’S actually pushing. SHE’S actually 
carrying the baby. SHE’S actually providing life to someone. It's really her job. 
And we're here to make sure that she does it well, without complications. It's 




back out for it.” – Key Informant, Site 3 
 
All postpartum mothers interviewed for the project shared that they have 
become informal ambassadors for the birth center, as they encourage their own 
relatives and friends to seek care with the midwives. 
 
“[…] Everybody from my family from, most of the Arab that I know, they never 
tried midwives, they were like shocked, they were like ‘You went to a midwife?’ 
And they were like ‘How was the experience there?’ I was like ‘The best, really, 
you should try it, most of you.’ And I already tell them about, I tell a friend of mine 
that said that she came to them, too. I told my family it was the best experience 
for my sister-in-law, for families and stuff like that, so yeah, 'cause nobody knows 
about them. They were shocked when I say I'm going to a midwife, my mom was 
like ‘The (name) hospital, they have better now, they made it more rooms and 
whatnot.’ […] Everybody was like ‘You should go to the closer doctors, there's 
one here,’ there's like actually across the blocks and few blocks like there's a 
doctor there. Most of the Arab go to it because they live here. So they would go 
to her most of the time. But I was like, you know what, no, I'm gonna go there, I 
don't care. I used to drive like 35 minutes, sometimes if there's constructions or 
fixing the street, it would take a hour sometimes to get to there.” – Middle-
Eastern, Postpartum Mother, Age 22 (Site 1) 
 
In a few instances, mothers sought care at the birth center after having 




care received thus far. A history of poor maternity care experience in a prior 
pregnancy and childbirth experience, their own or of someone close to them, 
were also cited as strong reasons for seeking midwifery-led birth center care. 
History of Poor Maternity Care Experience in Hospital Setting and/or Desire to 
Avoid Medically Unnecessary Interventions and Achieve an Unmedicated 
Vaginal Birth 
 
Most mothers interviewed for the project, including nulliparous and 
multiparous women, spoke of seeking midwifery-led birth center care in part due 
to their desire to achieve an unmedicated vaginal birth and/or avoid a negative 
hospital-based birth experience. The reasons behind this stated priority varied. 
Participants cited wanting to:  
 avoid side effects tied to epidural analgesia,80 
 “give birth naturally” like their mothers had done, 
 “feel everything” 
 avoid a negative hospital birth experience such as one they had 
personally experienced in the past or such as those they had heard 
about through relatives or friends 
 avoid unnecessary interventions81 
Reported prior negative experiences included situations in which mothers 
                                                                
80 Cited feared side effects included lingering back and leg pain years after childbirth. 
81 Many mothers who cited a desire to avoid unnecessary interventions cited the documentary 
“The Business of Being Born” as an influence on their decision-making process. Some also cited 
a history of being pressured into accepting unwanted interventions in a prior hospital birth 
experience. Others cited being more health-minded and generally avoidant of pharmacological 




felt pressured to accept unwanted interventions (i.e. induction, frequent vaginal 
checks, epidural, cesarean), as well as experiences in which they felt 
disrespected, unheard, unsupported, and/or mistreated. 
 
“I knew that I wanted to give birth naturally. My mom had always talked about 
how she birthed me and my siblings, which is for of us naturally. I thought that 
was a powerful thing. I’ve always heard women talk about – who’ve had 
medication epidural, how they had issues as far as legs or back later on in life. 
That’s something I didn’t want. I figured, if I didn’t have medicine, I would be fine, 
which I was, which I am. That was something I always wanted to do. I didn’t – 
because I wasn’t really in tune with the doctor during my first pregnancy, he was 
not really encouraging or personal or even a little bit personal with check, check, 
boom, I’m gone. We didn’t really sit down or talk or he didn’t ask about a birth 
plan or what I would like to do or anything. […] They asked me constantly am I 
sure, do I want to do this, and they wouldn’t even let my husband come into the 
room. He had to wait in a waiting room. I had to make sure they let him in, 
because I wanted him to be there. It was his first child as well: ‘He’s assisting me 
as he’s been through the whole pregnancy. He can answer and knows 
everything you guys are asking me; you guys can talk to him.’ I had to be really, 
really adamant about what I wanted and how I wanted things to go… constantly. I 
wanted him in the room. […] I didn’t want an epidural, I wanted natural birth. […] 
They wanted me to move rapidly and quick, as far as pushing and they tried to 




scaring me into a C- section. They were trying to scare me into getting an 
epidural telling me about this other young lady, who was as young as I was and 
was gripping needles out of her arm and screaming. They were trying to give me 
the 411 and scare me into wanting – needing the epidural. I had to be really 
adamant with them about what I wanted and what I thought was best for me. It 
was really annoying to the point where after I gave birth, I kind of wanted to lay 
there. […] They actually pulled the placenta out instead of me pushing the 
placenta out, which is what I did the second pregnancy. That was something that 
I didn’t know we were supposed to do. That was better for us as women giving 
birth. […] We’re a family, we came in together, we made this child together. He’s 
active and involved and you have people – I know it’s a lot of different types of 
relationships that go on, especially in the urban community. At the same time, 
you have to respect people as people, especially if they’re respecting you and 
that was something they didn’t do.” –Non-Hispanic Black Mother, Age 23 (Site 2)  
In several cases, mothers had been receiving care from other provider 
groups prior to engaging with the birth center midwives for their most recent 
pregnancy, and because of dissatisfaction with the care being received they took 
steps to change providers, and in some cases, change MCOs to gain access to 
in-network care provided by the chosen midwives at the birth center. 
Women often spoke of their own mothers and their childbirth experiences 




childbirth experience with the birth center midwives. In some cases, women 
shared that they had learned to believe in the inherent power of their bodies 
given their own mothers’ ability to give birth vaginally and unmedicated. In other 
cases, their mothers had had extremely negative experiences, either with the 
epidural’s side effects not wearing off as desired over time, or because of poor 
quality of care experienced in the hospital setting. One mother said she and her 
partner had viewed the documentary “The Business of Being Born” prior to 
becoming pregnant. Additionally, she had heard her own mother recount her birth 
story, which she characterized as “horrible.”82 
 
“So when I got pregnant, I was like ‘I do not want this.’ And since I saw 
The Business of Being Born, I was, like, ‘Well, there's other ways of doing this. I 
don't have to have the type of birth my mom had." – Hispanic White Mother, Age 
28 (Site 1) 
One key informant shared the juxtaposition of birth culture as she 
experienced it in her previous hospital-based nursing career, compared to her 
current work in the birth center. Her reflections in large part mirror the concerns 
expressed by mothers interviewed for the project, with an added layer of “insider 
knowledge” and maternity care expertise: 
 
“People (former colleagues working in the hospital Labor and Delivery Unit) didn’t 
                                                                
82 She had a long hospital-based labor that ended in a c-section. The mom was “drugged up”, 




understand what this philosophy of care (freestanding birth center) was and that 
women can do it. And that also their philosophy gets in the way of women doing 
it. They don’t believe it, they don’t see it, and it doesn’t happen. […] They’re like 
‘Oh, we put the baby in danger and save the baby. Great!’ Does that all really 
need to happen? Like how many baby crashes after epidurals do we need to 
rush off to the E.R.? How many three-day inductions do we need to do and then 
rush off to the E.R.? How many perfectly healthy twenty-three-year-old women 
do we need to cut to save all of these lives that are in danger? Like, by the end of 
it, I couldn’t really – I didn’t believe in what I was doing there. I didn’t believe in 
pushing pit that high. I didn’t believe in the story that we were teaching women 
about how afraid they should be of their bodies. I didn’t believe it anymore.”– Key 
Informant, Site 3 
Given the large proportion of mothers who seek midwifery-led care in an 
effort to avoid interventions they believe are unnecessary, birth center midwives 
often find themselves in a difficult balancing position between providing patient-
centered care and ensuring safe clinical care. Birth center midwives shared that 
they have often found themselves dealing with the challenging scenario of 
wanting to ensure the mothers’ wishes are respected, while also ensuring that 
the mother is in a position to trust the provider when she offers an intervention 
that the mother previously stated she did not want. Utilizing the prenatal care 
visits to establish trust and a strong patient-provider communication pattern is a 




“We've attracted women who are anxious about hospitals and medical settings 
and rules and so we've always, we have a lot of refusers, refusers of standard 
testing. And we're constantly renegotiating like how, what does that mean for your 
risk level and where is my comfort as a provider in terms of like, okay let's say, I 
have a woman who never wants an ultrasound and never wants me to doppler 
and doesn't want to do the gestational diabetes testing and how do we give care 
for that kind of person? And then what does that also mean for her intrapartum 
care where I don't know, I can't predict the future, I don't, so how can I create 
enough trust that if something did happen during the intrapartum care that 
required more intervention, that I could, that we would both feel comfortable. 
'Cause if you're the kind of person who's gonna refuse me intrapartum that's very 
challenging and not safe.” – Key Informant, Site 1 
This relationship-based care, a lynchpin of the midwifery model of care, 
was a strong recurring theme in the mothers’ narratives of both, the reasons why 
they were drawn to seeking care at the chosen birth center, as well as when 
recounting the care experienced during their most recent pregnancy and birth. 
Preference for relationship-based and education-intensive care 
Women spoke of the value they placed on relationship-based care and 
intensive education, either as a driving force behind their decision to either seek 
and/or continue to receive care at the birth center, or as one of their preferred 




interactions with the midwives and birth center staff, as well as, where available, 
in the group prenatal care sessions they participated in.  
 
“They (providers for previous pregnancy) didn’t personally check up on you, you 
know, even when you seen them. They (birth center staff) remembered you and 
asked how you were doing. I think that personal experience was really something 
that was nice, because it is not a – for me, I didn’t have a lot of – maybe it’s 
normal to have a group of friends that are pregnant around the same time or 
same age and you kind of do different things together. So it wasn’t that for me, so 
to have – to know that every two weeks, you know, I was going to meet with 
these beautiful ladies and we were going to sit and talk and hang out and just 
really experience pregnancy and embrace it, you know. Me being young, I’m 23, 
so a lot of people are not embracing being pregnant: like you’re young and you 
don’t know what you’re doing, you don’t know your body and all these negative 
things, especially in the urban community. To be around a lot of positivity and 
calming energy was really nice.” –Non-Hispanic Black Mother, Age 23 (Site 2) 
“To me, it was important – was just to have – just to have someone like, that 
wasn't about, you know, rushing you in and out at your prenatal appointments. To 
really ask questions. And see how you're feeling. So to me, it was – that part was 
important. Because I mean – excuse me. A lot of the healthcare, you know, here 
is like – that's why people complain that it's a lot of just rushing in, and get them 




always asked me, you know, how was I feeling. If I have any questions after my 
appointments. And it was just – it just made it that much more special.” – Non-
Hispanic Black Mother, Age 25 (Site 1)  
 
One of the mothers explained that while for her first pregnancy she had 
“accidentally” received care from a group of midwives at the local neighborhood 
clinic, the next time she became pregnant she purposefully sought out midwifery 
care because of the value she placed on relationship-based care and was 
confident that midwives could provide her preferred model of care. When she 
realized that her current MCO did not have any midwives as in-network 
providers, she took steps to change MCOs and selected the birth center 
midwifery practice, despite it being located further away from her residence: “I 
knew that, going into this pregnancy, that I would want a midwife again. So that 
stood out big for me during that first pregnancy. Just the support, the extra care 
that I felt the midwives had given was really important for me. [...] I really liked 
how they made me feel what they had to offer, how they explained to me the 
entire process, and how they would be there with me throughout the entire 
process, opposed to a doctor who literally comes in, delivers, and leaves." – Non-
Hispanic Black Mother, Age 30 (Site 1) 
Some of the mothers who were not familiar with the midwifery model of 
care initially, credited their online research and their readiness to change 




they were yearning for: a provider that cared for them. 
 
“I started Googling what I want my experience to be like. So basically I wanted to 
have a relationship with the person who was taking care of me and my unborn. I 
just wanted to feel like we just - we had a strong relationship, that’s all. […] So I 
went to (County Clinic) for a little while. So basically a regular experience, like 
you go and you get different doctors and different nurses, and I didn’t too much 
like that. So I did more research, and then from there I found the (Birth Center). 
Well, before I went there I went to (Hospital) I was pretty much like going around 
to different hospitals and centers to see which one fit me. So I went to (Practice), 
and I didn’t too much really like them because they was a little bit unprofessional, 
and then I need more research or whatever. I went to the (FQHC location) and 
when I went there it was very open. Well, at first I called the lady and she was 
basically - she seemed like she understand. She gave me a lot of information, 
she answered a lot of my questions, so once I actually went there the people 
seemed like they was nice, and then they talked to me about the birthing center, 
and actually giving birth at the hospital. So I told them ‘If I’m healthy enough, or 
whatever, then I will be able to go to the (Birth Center)?’ So they transferred me 
over after my second visit, and I liked them because they was very informational, 
they made it - they made me seem like they wanted to care for me and my 
unborn, they answered a lot of my questions. Yeah, they was just pretty much 
caring. That’s what I like. I wanted to have that relationship like they cared for me 




Women who elaborated about what they most appreciated about the 
prenatal care received, often spoke of the holistic and lengthy nature of the visits, 
valuing the providers’ focus on “whole person care”: 
 
“They take their time, you’re not rushed. The appointments are really laid back. 
They ask you how you’re doing, it’s all about you and your pregnancy and 
planning and how you’re dealing with it emotionally, are you in a safe 
environment, all that stuff. It’s a completely different ballgame than going to an 
OB guy who’s like ‘Let me fiddle with your lady bits for a couple minutes and see 
how we do.’ You see the doctor for two minutes and they walk out. […] It’s just so 
much more comfortable. So much more comfortable.” – Non-Hispanic Multiracial 
Mother, Age 38 (Site 3) 
 
Staff at these sites confirmed their own appreciation for the kind of 
relationship-based care they are able to provide. Interestingly, this wasn’t just the 
case for midwives and nurses, but also for non-clinical support staff, as the 
following non-clinical staff members explained:  
 
“I think what keeps me here is the patients: the connection that you're able 
to have with the patients. They really come in here and they're just – it's like you 
know them. It's not really like a doctor/patient thing. It's more of a family thing 
with patients.” – Key Informant, Site 2  




lives even before they become pregnant and establish, you know, really good 
rapport and relationships with them so that, you know, they feel comfortable 
when they come in regardless of what for. You know, regardless if this is their 
fourth time this month coming in for STI check, not being judgmental, making 
them feel comfortable and welcome without all the stigma and feeling like they 
should be ashamed. […] From the get go, we talk about team-based care and 
how every member of this facility, regardless if you work in the front or the back, 
is a part of the patient’s care and to make them feel welcome. You know, to 
make them feel comfortable the second time, staying within boundaries. You 
know, that’s something that’s reiterated from the beginning. All about customer 
service, customer service, customer service, making them feel comfortable 
enough to tell you why they need to come in and see the provider.” – Key 
Informant, Site 2 
Strong Preference for Gender Concordance and Trauma-Responsive Care 
Several mothers interviewed for the project raised their preference for 
gender concordance as a contributing factor driving their decision to seek 
midwifery-led birth center care In addition to religious and cultural reasons 
amplifying their physical and emotional discomfort with being cared for by male 
providers (i.e. Muslim mother from Site 1), mothers from other sites also cited 
greater physical comfort during vaginal checks, as well as greater emotional 
comfort, trust, and connection with female providers. Some mothers did not 




and birth, could provide them with all of the information they desired. Mothers 
either voluntarily shared their preference for gender concordance during their 
accounts, or volunteered it as a topic when asked specifically about whether they 
preferred a race-concordant provider, in which case, gender-concordance was 
equally as preferable as race-concordance, or, in some cases, gender-
concordance trumped race-concordance.83 
 
“Us women, we like to be delivered, deliver our baby by women not males, 
especially Arab lady. I know most of them, when they deliver, if it's a male they 
really get so shamed of it, you know? It's a male, they check their vagina and 
stuff like that. I'm like okay. And me, I really don't care, but the second I have the 
baby I don't care who's gonna be in front of me, a male or a female. But I also 
want to be comfortable who's there under checking my vagina, you know. I want 
it to be a woman more than a male.”– Middle Eastern Mother, Age 22 (Site 1) 
 “I’ve never felt comfortable with male OB/GYNs or men doing things for the 
purpose of anything gynecological. When I’m in labor, I like to just – it’s sort of 
like a feminine vibe, nurturing femaleness that surrounds me while I’m doing 
something where I’m vulnerable. When I feel vulnerable, I prefer to be around 
women. Not because anything traumatic that’s happened to me, it’s just that’s 
naturally how I am. If I feel vulnerable, I want a woman around.” – Non-Hispanic 
Multiracial Mother, Age 38 (Site 3) 
                                                                
83 It is possible that some of these responses may have been in some part influenced by the 




“And it would for sex, too, I, you know, I would prefer to just deal with women. 
Yeah, so it, I just kind of the same thing.84 As women we have the same body 
parts, most of us have had children before or have sisters, friends, whatever, 
have babies before so we just have that connection with each other like, okay, 
like we've all been to a gynecologist, we've all felt those cold [not discernible, 
sounds like “death grips”], that's like things that we all, things we get, you know. 
So I just think it'd be a little difficult connecting and being actually very open and 
candid with a male about what's going on with my lady parts.”- Non-Hispanic 
Black Mother, Age 30 (Site 3) 
One woman reported changing provider practice because of the emotional 
disconnect and overall discomfort experienced when being cared for by a male 
provider: 
 
“It wasn’t like I could relate, because one of the providers – well, one of the visits 
I actually had a male doctor. And I didn’t really feel comfortable with him. Just… I 
didn’t feel comfortable at all. So I think, if I had the same woman that I had in the 
beginning each visit I would have been more comfortable. I don’t know. So I 
didn’t feel comfortable with him at all, because it was just a disconnect. I think 
whenever you are – well, my experience of being pregnant, I wanted to talk to 
someone who possibly had been pregnant before. I know every person who I 
may have seen at the (Birth Center), they may not have had a child before. But, if 
                                                                




you’ve been around – if you’re a woman, you can relate more to the changes that 
are going on in the body. And if you’ve already had a child it’s even better. It’s 
like you can definitely explain. You know, each pregnancy is different and you 
can still kind of relate or empathize with the female who’s giving birth or you 
know, expecting to give birth. So I really liked that, but I didn’t feel comfortable 
with the man. Even at the (Birth Center) I had a male nurse. At the Centering, 
because two of the moms had their baby and so they stopped doing the 
Centering classes and we just came in for our checkups. And when we came in I 
did have a guy, and I didn’t feel comfortable. And that was even at the (Birth 
Center). But I always feel comfortable when like I’m around all the women. I 
guess it’s just a different vibe when you’re talking to women versus talking to 
men.” – Non-Hispanic Black Mother, Age 22 (Site 2) 
Many clinical and support staff interviewed for this project, particularly at 
Site 3, were keenly aware of their clients’ preference for care provided by a 
female provider. In some cases, they cited cultural and religious reasons, but 
they also referred to a significant proportion of women who presented for care 
with a history of sexual trauma, which led them to seek the type of trauma-
informed care provided by the midwives at the birth center. 
 
“We work with a lot of refugees and immigrant moms and a lot of them maybe 
because the language and cultural barrier sometimes from coming to this 




lot of those women want to meet with only women providers, whether it be a 
midwife, OB, they’re more likely to go to the (Birth Center). They don’t have a lot 
of refugees going there, but as the word is getting out, there’s more. That’s 
increasing. So a lot of those women come from trauma and to walk into an 
environment like that, where somebody respects you… it’s a woman, she may 
not look exactly like you, but she’s a woman and a person that will respect your 
privacy and come from a non-judgmental view. I think that really helps bring 
women to that center. All women want to be supported. They want to be heard, 
they want to be listened to.” – Key Informant, Site 3 
 
“I think it’s women who lean more towards wanting female providers. […] 
Knowing that all the providers here identify as women. Not all the staff, but all the 
providers do. And that we – it’s throughout the practice. We could say you know, 
we’re trauma informed, but the providers, they ACT trauma informed. I get to talk 
with people about their experience with the providers, and how appreciative of 
asking permission, acknowledging and empowering people’s personal space. So 
I think that’s another category of people who, whether it’s because of a traumatic 
event, want to have female providers.” – Key Informant, Site 3  
“I’ve always honored how honest most women are when they just fill out our – 
you know, it’s just checking a box. You don’t have to check that box, but that 
people seem to be very honest when they come here. Because I also work the 




you know, just come out and fill out those questions honestly. So yeah, there’s a 
lot of people who are just scared of doctors and too many exams, and some 
people seeking us, want all-female providers, you know, to see them. I feel we 
attract a higher number […]” – Key Informant, Site 3 
 As described above, interviewed mothers reported a variety of motivations 
for seeking midwifery-led birth center care, with common themes arising in terms 
of “pull” and “push” factors, as well as common decision-making pathways.  
When asked about whether their care experience had met their 
expectations, all mothers participating in the study shared that expectations were 
in fact exceeded, even in cases where a transfer was required. The next section 
briefly reviews recurring themes arising from mothers’ accounts of the 
intrapartum care received by the birth center midwives.  
Mothers’ Experiences with Midwifery-Led Birth Center Care 
 Each mother interviewed was asked to recount her birth story, which they 
all remembered in detail, including what time of day and night different events 
occurred, the conversations that were had, the feelings experienced, and more. 
Women appreciated the calm atmosphere that was created in the birth center, 
the attentive and supportive role that midwives took, the shared decision-making 
processes that they engaged in, as well as the opportunity to have their partners, 
spouses, and families participate in various ways. Clients who required transfers 




midwives for clearly explaining issues, continuing to provide the care and support 
needed, and safeguarding the elements of the mothers’ birth plans that were 
most important to them. One mother who required an antenatal transfer shared: 
““[…] and having our son there and how my husband was still able to record and 
how (midwife) was able to play with my son for a bit and my husband played with 
my son for a bit, and he came to check on me while I’m going through 
contractions. I’m speaking to him (son) and he’s making me laugh and the doula 
is playing with him a little and how he wasn’t all over the place, but everyone was 
really vibing and it was really nice to have that experience.” – Publicly-Insured, 
Non-Hispanic Black, Postpartum Mother, Age 23 (Site 2)  
   
Restoring trust in the mother’s own body and power 
Mothers spoke of their birthing experiences as empowering and 
transformative. A recurring theme was the encouragement received by midwives 
to trust their bodies and to trust their instincts to lead the birthing process, a trust 
that would then spill over into their mothering experiences: 
 
“It's such an empowering process. It's so empowering to be able to trust your 
body and to give birth to your baby and then have that feeling right when that 
baby comes out. It's like that oxytocin, right, that love hormone. It's just the 
biggest high you'll ever feel. […]. It's just that connection with your baby is there. I 




and the baby is drugged too – I mean a lot of women don't like to talk about it, but 
it's the facts. The baby's tired; you're tired; you're drugged. You don't get that 
whole experience, that oxytocin, that rush. […]  And I feel like that bond with your 
baby, when you do have a good experience, it's just stronger. […] and that 
motherly instinct. Maybe it's stronger with some women than others, but I feel like 
it does start at birth. It's important. That's when it begins. It is very empowering to 
know that your body can grow a baby and birth that baby and be able to nurse 
baby and grow – you know it's just growing from you completely. Women are 
strong. […]  I think that's being taken away from us when – and our society 
makes us feel like we're weak and we can't do – we can't have our babies 
ourselves.” – Hispanic White Mother, Age 28 (Site 1) 
 
 Women reporting a history of a prior poor birth experience, had delivered 
in a hospital prior to receiving care at the birth center. As they used their lived 
experience as a basis for comparison between the two models of care, they often 
characterized the most recent birth center birth as healing and restorative of that 
self-efficacy that was once lost: 
 
“I felt even though it was my first, I felt like I knew what I was doing. I felt really in 
tune with my son: when to push, when to breathe, all those things, even though 
the doctors were chaotic and trying to sway my decisions a lot. With this 
pregnancy, I was like I’m more skeptical: ‘do I know what I’m doing?’ You know, 




you tell me, I’m here helping you.’ That was really nice to have her encouraging 
me in that way” –Non-Hispanic Black, Postpartum Mother, Age 23 (Site 2)   
As described previously, many mothers appreciated the education 
received during each one-on-one visit, during group prenatal care, as well as 
during childbirth education classes, which were required for all birth center clients 
at all three study sites. In some cases, multiparous women who had given birth in 
the past shared that the care received by the midwives at the birth center allowed 
them to experience pregnancy and birth with a greater level of mindfulness and 
awareness, compared to their previous experiences elsewhere: 
 
“Because I already had a baby obviously, but I still – I felt like she still taught me, 
because – okay, I went into it with a different mindset than I did my pregnancy 
with my son. I was more open-minded. I was more – I was looking for information 
and (midwife) gave me everything and more. With my son I was just like, ‘I want 
drugs. Just give me drugs. I don't wanna feel it. Just dope. I'm fine with dope. 
Dope is good.’ But with (daughter), I was hungry for information and (midwife) 
was like the one-stop shop. With the dilation and the diagrams, and she had the 
hipbone thing and the baby and she dropped it through like, ‘This is how it goes.’ 
You know? And it was really awesome. And we watched some videos, because 
I'd honestly never seen childbirth. Again, I already had a baby, but I had never 
seen it. So I saw it for the first time and my pelvis hurt so bad. ‘That was life-




was looking for information and I found it. I found all the information that I 
needed.” – Non-Hispanic Black Mother, Age 26 (Site 1) 
 
Mothers also spoke of the euphoric feeling that they experienced 
immediately after the baby was born and how that empowered feeling persisted 
long after the birth, in some cases, impacting their long-held beliefs and world 
views: 
“When it was over, it was over. Literally it was over. I was just at this peak of pain 
and then she came out. It was just done. It was gone. It was euphoric. I was like: 
‘I just had this baby with no dope. I'm the fucking bomb.’ [laughs] So I – yeah, it 
was euphoric and then I just looked at her and she was so small, and I was like, 
‘I did that.’ I was proud of myself. Like, damn. You – I had no choice but – I 
couldn't give up. That was not an option. But I was just like, ‘I did that. I am the 
bomb. I did that. Boom.’ And then now look at her. It's just like, "You came out of 
my vagina.’” – Non-Hispanic Black Mother, Age 26 (Site 1) 
 
“It matters because it's such a beautiful experience and it's so intimate and you 
really want people who believe in your ability to birth and to mother. You want to 
feel like you're going to be a mother making decisions for this child; you need to 
start doing that even while you're pregnant. And so if you're only being told what 
it is you should be – what you can do, you don't believe in yourself.”– Non-





“Women will be even more surprised at themselves just by the knowledge. It 
really changes your mindset and your world. It’s like wow, I thought one thing for 
so long and it’s completely wrong. It’s like wow, okay, so birth is beautiful, being 
pregnant is amazing. It can be calming and relaxing, wow, really, instead of 
painful and harsh and rough.” – Non-Hispanic Black Mother, Age 23 (Site 2) 
 
“[…] women are really missing out on what it is to give birth to a baby naturally. 
The biggest rush of your life. I couldn’t sleep for a couple days after I had my first 
baby. I was like… I could lift my car. I felt like I could do anything. I felt 
empowered and bad ass. It was like yeah, boom. I had a baby and I’m here and I 
did it and it was awesome. That kind of experience I wish everyone could 
experience.” – Non-Hispanic Multiracial Mother, Age 38 (Site 3) 
 
It was not uncommon for providers to discuss the value of the patient-
centered midwifery care model, particularly for women experiencing complex 
lives. Some key informants expressed it in terms of the opportunity to restore a 
sense of power and control in the mothers’ lives, as well as a vehicle to avoid 
unkind and discriminatory treatment in other local healthcare facilities: 
“I think that especially for the women who are struggling with other components 
in their life, like, the idea of being, having a locus of control over your life is a rare 
idea. Some of my patients don't think of themselves as in charge of their lives 
and this is one thing that they can choose. Like, if they say ‘I want a water birth,’ I 




when you move from non-motherhood to motherhood, how can we make women 
as strong as possible? That's a hard job and it's gonna be extra hard for those 
women, so I feel like… how lucky. And sometimes they risk-out for things that I 
know they have little control over, but then I feel like I don't have to feed them to 
the wolves 'cause that's how it feels sometimes when you send them to certain 
places, you know they're gonna be unkind to them, but at (Collaborating Hospital) 
... So it's so nice, (chokes up) sorry. I think that there's a lot of paternalism in 
obstetric care and the idea that our interventions are necessary or reduce your 
risk or lead to health. […] When I'm saying to you, like ‘Oh, you need to have this 
test or you need to come for a visit,’ like, that's not always true. And so instead I 
should, I feel like you should want to come to see me, there should be some 
value to you and how can I create that value? Hopefully by building a great 
relationship, you know, meeting them where they are, really listening, yeah.” – 
Key Informant, Site 1 
 
“These women really don’t feel welcome in so many places. And they don't get 
kind of the same care that other women get. You know? It's a two-tiered system, 
you know? I tell them all the time, ‘You know, what? Don't go to another hospital 
if you're 16. They're just gonna, you know, be mean to you. They're gonna 
assume you’re a drug addict.’ You know. Now it's electronic medical records. It's 
a lot easier to send them. But in the old days, you know, if you showed up at 4:00 




just assume that you're stupid. And that, you know. 'Cause you’re young and 
you're black, you know. And so I think when people get the kind of respectful 
care that they get with our team and with our family docs and our hospital, and 
our team here… it's life changing for those people. And you feel like that goes to 
the baby.” – Key Informant, Site 1 
3. Conclusions 
Midwifery-led birth center care appears to be a desirable and positive 
experience for publicly-insured women of color interviewed for this project. Often 
times though, women had not been fully aware of the maternity care options 
available to them, including the availability of high-quality, high-value birth center 
care, and shared a sense of surprise when learning about the available option. 
The perceived added value provided by the birth center midwives persisted even 
for mothers who chose or required a hospital-based birth, as well as for those 
mothers who were able to compare the most recent maternity care received and 
the prior experiences of care received during previous pregnancies. Participants 
consistently highlighted the time-intensive, education-heavy, and relationship-
driven care received prenatally, as well as the empowering and transformative 
birth experiences through which they consistently felt supported and cared for. 
Mothers spoke of continuing to productively engage with the birth center 
midwives for their gynecological and preventive care. Many women interviewed 
went to great lengths before finally settling on the care provider and practice 




ambivalent family influences, and care quality barriers.  Findings validated 
Propositions 4 and  5:  
 Proposition 4: Midwifery and birth center care may enhance the childbirth 
experiences of populations that disproportionately report negative health 
care experiences and discrimination in maternity care settings. In 
particular, midwifery and birth center care can provide underserved 
childbearing women and their families with holistic wrap-around support, 
increased opportunities for informed decision making and childbirth 
preparation, and access to continuous physical, informational, and 
emotional supports throughout the perinatal continuum(184,188,189) 
 Proposition 5 - “Publicly-insured women of color might choose to seek 
midwifery-led birth center care for a variety of reasons. External factors 
might be powerful sources of influence in their decision making 
processes.”  
In regards to Study Proposition 1: “Being embedded in an FQHC might 
contribute to FSBCs’ ability to expand equitable access to populations that do not 
typically utilize FSBCs,” it is my conclusion that being integrated within an FQHC 
structure is helpful in expanding equitable access to birth center care. However, it 
is not necessary, and it is also not sufficient.  
Additional interviews conducted with key informants affiliated with a third 




FQHC does not automatically lead to high rates of birth center care utilization by 
publicly insured women and patients of color. One reason hypothesized by a key 
informant is concerned with the location of the birth center, which was relocated 
when the FQHC received funding for the improvement of its physical buildings, 
closer to the collaborating hospital and not in proximity to neighborhoods 
populated by low SES families regularly served by the FQHC.  
As evidenced by Site 3, strongly managed independent nonprofit birth 
centers can be successful in taking steps towards expanding equitable access to 
birth center care for publicly insured patients and women of color. But the journey 
to achieving the goal of diversifying its patient population may be long and 
arduous for independent nonprofit practices and is highly dependent on individual 
and organizational commitment and effectiveness.  
Isolated pockets of success led by committed independent nonprofit birth 
centers are beneficial to perinatal health at the local community level, but more 
large-scale investments need to occur to allow the US health care system to 
more broadly lower maternity care costs, improve outcomes, reduce disparities, 
and enhance the patient care experience for more women with low-risk 
pregnancies. Supporting well-managed, dedicated nonprofit birth centers, while 
also investing in the careful integration of birth center care within FQHCs is one 
way of doing so. With the appropriate level of support, investments, strategic 




of becoming an effective vehicle towards expanding equitable access to high-
value, family-centered intrapartum care, on a large scale. FQHC-based FSBCs 
may be a promising disruptive innovation that should be further explored and 
evaluated, in an effort to ultimately improve maternity care outcomes and the 
experience of care among publicly insured patients and women of color across 
our nation.  
 Study Proposition 2 stated that: “Being embedded in a Federally Qualified 
Health Center (FQHC) likely contributes to Freestanding Birth Centers’ (FSBCs) 
ability to more seamlessly provide wrap-around services to address the complex 
needs of publicly insured patients and women of color.” It is my conclusion that 
being embedded in an integrated health system such as an FQHC may 
contribute to ensuring that pregnant patients with complex healthcare and 
psychosocial needs continue to receive risk-appropriate care, including value-
adding wrap-around services, with minimal disruption of continuity of care and 
reduced burden on the patient experience. 
FQHCs are uniquely positioned, by their inherent organizational culture, to 
provide comprehensive, coordinated care throughout a patient’s life course with 
particular attention and support for a woman’s psychosocial needs. When 
midwifery-led birth center care is strategically integrated into the FQHC system in 
a way that reduces competing organizational priorities and enhances 




for and, at times, seamlessly co-managed, in a manner that fluidly responds to 
their individual needs and risk level. Integrating midwifery care into the clinic’s 
gynecological care services can also be a strategy for improving the health status 
of women prior to conception, potentially reducing risk factors that could lead to 
patients “risking out” of birth center care in the future. Furthermore, by 
implementing a dual-site midwifery service, pregnant patients seeking maternity 
care within the FQHC environment can benefit from relationship-based, 
education-intensive, patient-centered care delivered by midwives, regardless of 
the patients’ ultimate planned or actual place of delivery, effectively increasing 
equitable access to high value, family-centered intrapartum care.    
As evidenced by Site 3, independent nonprofit birth centers focused on a 
health equity mission, may seek and obtain funding to enrich a sustainable model 
of care and increase the breadth, quality, and coordination of onsite enhanced 
care services offered in an effort to better meet the complex needs of low SES 
patients. Key informants at Site 3 envisioned an aspirational future in which they 
too could provide family medicine care to meet the needs of women’s male 
partners and children, essentially becoming a “family health home and birth 
center.” Despite the Site 3’s recent facility and program expansion made possible 
by a successful capital campaign, its current budgetary limitations continue to 
prevent them from implementing their “ideal model of care.” They therefore 
continue to rely on close organizational partners within the local community, such 




not able to provide at this time.   
 Proposition 3 acknowledged that many different organizational factors, in 
addition to its organizational structure, might influence a FSBC’s ability to expand 
access to underserved populations. This organizational case study confirmed the 
proposition and identified a number of such influences. Facilitating factors and 
strategies included external contextual factors related to the broader healthcare 
system in which the birth centers operate (i.e. Managed Care Organizations, 
Healthcare Management Organizations, relationships between competing 
healthcare systems, contractual agreements and reimbursement levels), as well 
as the population’s cultural understandings and historical comfort level with 
midwifery care and out-of-hospital birth settings. They also included more internal 
factors such as organizational culture, staffing model, efficiency of shared 
services, different models of care, and management of relationships with 
collaborating physicians and hospitals.  
 
While some of the strategies implemented by sites are more distal in their 
intended effect (i.e. raising awareness about midwifery as a viable and attractive 
profession among local school children and young adults of color in an effort to 
diversify the local midwifery workforce), others may reap more immediate 
benefits (i.e. establishing a Google phone number to facilitate patient-provider 
communication and to preserve the more intimate nature of birth centers, even 




Table 18 summarizes the facilitating factors and strategies presented in 
Chapters 3 and 4, which study sites utilized to overcome common barriers to 
sustainably and equitably expanding access to publicly-insured women and 
women of color. Whereas, Chapter 5 describes recommendations stemming from 





Table 18: Organizational and policy factors influencing FSBCs’ ability to expand equitable access to midwifery-led birth center care 
(Proposition 3) and strategies used to overcome barriers to expanding equitable access to FSBC care (Research Question 3) 
 STRATEGIES AND FACILITATING FACTORS 
SHARED BY STUDY SITES 
SITES COMMENTS 
REGULATORY CHALLENGES 
Lengthy wait periods for 
state regulations to be 
written (if new), and for 
approval of Certificate 
of Needs and licensing 
application 
 Begin with offering hospital-based midwifery care 1, 2 Adding a birth center to an already established viable and 
well-integrated midwifery service can help maintain the 
“business” and well-developed client census while waiting 
for official permission to begin onsite intrapartum care in 
the birth center. 
PCP assignments, 
within HMO system, 
that exclude midwifery 
providers. Full PCP 
empanelment lead to 
local clients being 
assigned to other 
HMOs 
 Unique service model of FSBC is a competitive 
advantage in that it attracts clients from outside HMO 
system. 
 Establish system to ensure that all pregnant patients 
entering the health care system are first seen by 
midwives, then assigned to risk-appropriate levels of 
care thereafter  
1 Once clients are introduced to the midwifery practice, they 
are most often retained by FQHC even when a hospital 





 Integration into FQHC to gain access to no-cost 
medical malpractice coverage under the Federal 






 Request “gap exceptions” for clients’ whose 
insurance do not cover birth center care as “in-
network”  
1  
 Share estimated financial responsibility with patients 
early on in pregnancy to minimize unexpected 
financial burden on commercially-insured patients  
1,2,3  
 Educate clients about potential issues and solutions 
regarding in-/out- of network facilities (dependent on 
MCO and insurance provider)  
1,2,3 Some clients may elect to request a change in HMO 
and/or MCO, or advocate for a “gap exception” in order to 





 Educate finance department staff to ensure they 
understand the FSBC model of care and are able to 
establish appropriate contractual agreements, and 
seek optimal reimbursements  
1,3 This includes issues tied to billing for inpatient services 
being delivered in an outpatient facility. 
 Develop and nurture relationships with insurers to 
educate about benefits of FSBC care and gradually 
improve contracts  
3 Commercial insurers have even donated to Site 3’s capital 
improvement campaign  
 Integrate into FQHC to be able to offer sliding fee 
scale on maternity care services for uninsured 
patients and privately-insured patients with high out-
of-pocket expenses  
1,2  
 Integrate into FQHC to receive prospective enhanced 
Medicaid reimbursements under the Prospective 
Payment System 
1,2  
 Integrate into FQHC to benefit from multi-unit service 
structure, which allows birth center to share services 
and reduce costs 
1,2 Shared services include HR, finance, communications, 
development, safety and compliance 
 Offer enhanced maternity care services to diversify 
revenue stream 
3 Also allows for convenient co-location of services and 
increased ease for access for patients  
 Partner with local Title X recipient to be able to offer 
sliding fee scale family planning and reproductive 
health care services  
2,3  
 Invest in development and fundraising capacity to 
subsidize the cost of delivering person-centered 
services and time- and education-intensive care to 
better serve the complex needs of low SES clients 
1,2,3  
Patient volume and 
productivity 
requirements  
 Offer dual-site midwifery service  
 
1,2,3 Site 1 has two distinct teams, while Sites 2 and 3 have 
one midwifery team that delivers in both settings. 
 Schedule staff clinic hours during on-call shifts 1 May impact staff morale, as midwives may be reluctant to 
be on-call while providing clinic care hours 
 Staff reductions 1 May impact staff morale due to accompanying changes in 
on-call schedule (longer and/or more frequent on-call 
periods) 
 Maximize staff utilization and productivity by engaging 
nursing staff at the top of their license 
1,2,3 This allows visit time spent with the patient to be focused 
on care aspects that only the midwife can take care of 




 Intrapartum care provided by one midwife and one 
registered nurse 
2,3 Whereas Site 1 utilizes two midwives at each birth, plus a 
third staff member. All sites can only bill for one 
professional fee.  
 Utilize registered nurses for home visiting and 
education services  
3 Services that are reimbursed as lower rates are performed 
by lower-paid staff members 
 Provide group prenatal care 2 Mothers continue to receive relationship-based, 
education-intensive visits, while the clinic is able to more 
productively utilize its staff  
 Hold group early postpartum care visits 2 Also maximizes the birth center’s ability to “wrap-around” 
mothers during early touchpoints 
 Carefully estimate target OB registrations needed in 
order to ultimately reach target birth volume, after 
accounting for attrition  
3  
 Fundraise to be able to fund the provision of longer 
visits 
3  
 Marketing and community outreach efforts (i.e. 
billboards, community events, social media, 
organizational partnerships)  
1,2,3 Sites 1 and 2 have limited marketing compared to Site 3. 
All marketing efforts for Sites 1 and 2 are generally 
centrally managed by relevant FQHC department, which 
is shared with other disciplines. 
 Midwifery providers are default providers upon entry 
into prenatal care  
2,3  
 Internal referrals from other providers within the 
FQHC organization 
1,2 Site 1 is currently undergoing changes to ensure that this 
strategy is more uniformly implemented 
 Continued leadership support  1,2,3  
Difficulties recruiting 
and hiring mission-
oriented midwifery staff 
at competitive rates 
 Gain access to National Health Service Corps 
(NHSC) program to competitively recruit newly trained 
providers who are interested in working in low 
resource communities 
1,2 A benefit available to FQHCs, but not currently available 
to independently-operated freestanding birth centers. 
 Develop a fellowship program that allows birth 
centers to offer newly trained midwives a competitive 
salary, structured mentoring opportunities, and the 
ability to defer student loan repayments 





 Obtain capital improvement grants available to 
FQHCs 
1,2  






CHALLENGES RELATED TO MODEL INTEGRATION 
Founder’s Syndrome  Support community governance to ensure long-
term interests of local community are served 
 Develop plan of succession  
 Strategically time and rollout leadership transition 
1, 2  
Ideological splits 
between different 
models of care and 
competing internal 
priorities 
 Identify common priorities, as well as integration 
strategies that can satisfy needs of both models of 
care 
1,2,3 Examples of ideological divides that must be managed: 
productivity requirements vs. time-intensive midwifery 
model of care, organized provider schedules vs. chaotic 
patients’ lives and complex needs, continuity of care 
requirements for family medicine residents vs. 
safeguarding choice for women with low risk 
pregnancies 
Innovation adoption 
within an established 
bureaucracy 
 Obtain and nurture leadership buy-in 
 Anticipate and manage potential barriers tied to 





 Share, with leadership, the powerful patient 
perspective to present the “face, heart, and voice” 
of families impacted by birth center care 
 Collect, analyze and present compelling data 
regarding the value of the model of care for 
patients, providers, and the organization as a 
whole 
 Present competitive advantage of being one of the 
few, if not the only, birth center expanding access 
to low SES women in the geographic catchment 
area 
1,2, 3  
CHALLENGES RELATED TO PATIENT MIX 
Optimizing welcoming 
reputation of birth 
center (“Is this for us?”) 
 Situate birth center in a location that is easily 
accessible by the priority community to be served 
1,2,3 This may be challenging if there is no nearby hospital 





 Invest in developing a trauma-responsive 
organizational culture that is focused on 
embracing diversity and inclusion  
o Hire and retain mission-oriented staff 
o Relevant periodic staff trainings 
o Assess and modify organizational policies 
to better accommodate needs of diverse 
populations  
o Integrate trauma-responsive care 
principles into various layers of 
organizational culture 
2,3 Site 1 discussed the importance of hiring and retaining 
mission-oriented staff. Sites 2 and 3 implemented other 
listed actions as well. 
 Recruit racially and culturally diverse staff at all 
levels of the organization  
1,2,3 Site 2 appeared to have the greatest racial and ethnic 
diversity at various levels of the organization. Sites 1 
and 3 shared ongoing efforts to increase staff 
racial/ethnic diversity.  
 Offer linguistically-diverse services  1,2,3  
 Ensure that the physical environment is 
welcoming and representative of the priority 
population served 
1,2,3 When selecting “ethnic” design elements include 
modern Western representations of people of color  
 Integrate into FQHC organizational structure  1,2 Being administered by an FQHC can be helpful in 
reaching a greater proportion of low SES patients, but it 
is not sufficient to ensure diversification of patient 
population 
 Invest in “community engagement” strategies  3 Event tabling, partnership-building, participating in 
relevant coalitions and committees, etc. 
 Offer tours of facility  1,2,3  
 Lend building space to relevant local community 
groups on an ongoing basis 
3  
Low awareness and 
acceptability of 
midwifery care and out-
of-hospital birth settings 
among priority 
population 
 Partner with (or establish) community doula 
programs  
1,2,3 Doulas often serve as referral sources, as well as 
trusted community members who are regarded as 
experts on maternity care 
 Establish partnerships with local social services 
organizations serving priority population  
1,2,3 While it is a strategy to increase referrals from 
organizational partners, these relationships can also 
help FSBCs with better serving the social needs of 
clients with complex lives. 
 Educate leaders of local priority communities 2,3 Site 2 and 3 spoke of various opportunities to educate 




care, as well as midwifery and its potential role in 
improving perinatal health equity. 
 Diversify staff at all levels of the organization, 
including healthcare providers and administrative 
leadership 
2,3 To accelerate culture change within the organization, as 
well as within the community in which the birth center 
operates. 
 Organize educational opportunities for aspiring 
healthcare professionals of color 
3 To be lead, ideally, by currently employed staff of color. 
 Organize educational opportunities for youth and 
young adults 
3 Educational opportunities can be dual-focused: 1) 
reproductive health education and pregnancy care 
options, 2) education about midwifery and nursing as 
viable professions  
 Offer dual-site midwifery service to introduce 
priority population to the midwifery model of care 
even when a hospital birth is preferred 
1,2,3 Some interviewed mothers who gave birth at the 
hospital, with the midwives, expressed interest in 
considering an out-of-hospital birth with the same 
midwifery group in their next pregnancy. Providers also 
confirmed that this happened often. 
 Feature client stories and interviews in media 
campaigns  
1  
 Offer gynecological care and family planning 
services, to introduce priority population to 
midwifery model of care preconceptionally.  
1,2,3 Site 3 extended this strategy by offering weekly walk-in 
days, as well as monthly Spanish-focused days. 
 Offer group prenatal care. Additionally, integrate 
education and discussion about out-of-hospital 
birth during “mixed” group prenatal care visits. 
2 Group prenatal care was mentioned by some key 
informants as a recruitment tool, as it became an 





CHAPTER FIVE – PUBLIC HEALTH PRACTICE IMPLICATIONS AND 
RECOMMENDATIONS 
Introduction 
Midwifery-led birth center care can improve the experience and outcomes 
of maternity care among publicly insured patients and women of color. As Schrag 
and Bauer (2017) stated in their book chapter “Organizing for Change”, we have 
yet to determine “the best organizational structure” for birth center care in the 
United States.(207) In a 2016 Call to Action published in the American Journal of 
Obstetrics and Gynecology (AJOG), clinicians and health care design scholars 
from Stanford University’s Clinical Excellence Research Center recommended 
scaling up the development of outpatient birthing centers within integrated 
healthcare systems, as a strategy that could significantly “improve the 
experience, quality, and cost of care for appropriately risk-stratified pregnant 
women.”(208)  
I argue that carefully integrating midwifery-led birth center care into the 
FQHC model may furthermore hold the potential of being a cost-effective large-
scale public health strategy for improving the health and well-being of low 
socioeconomic status women throughout their life course, ultimately reducing the 
burden of disease among populations at high risk for disproportionately adverse 
health outcomes. “Careful integration” is a key concept, as explained in the 
Conclusions section of this document (Section 3, Chapter 4). The following 





Midwifery-led birth center care is safe, cost-effective, and appropriate for 
the approximately 85% of all pregnancies considered low-risk in the United 
States. Public health leaders and healthcare administrators should consider 
investing more resources into supporting the broad-scale up of this model of 
care, in an effort to improve perinatal health outcomes, reduce maternity care 
costs, and enhance pregnant mothers’ care experiences. This study has 
revealed a number of common practices and strategies used by exemplary study 
sites to help develop, grow, and sustain efforts to expand equitable access to 
midwifery-led birth center care. Additional opportunities for systems-level 
improvements have also been identified. A brief review of key recommendations 
follows below.  
Macro-Level Recommendations 
Workforce Development 
Challenges tied to workforce training and diversity have been identified. 
While birth centers have implemented their own locally-adaptive strategies to 
overcome barriers related to provider training and lack of diversity, more 
systems-level strategies could be implemented to effectively support a broad-
base scale up of midwifery-led birth center care across the nation. These include: 
   
 Support midwifery training programs that encourage midwifery students to 




highly trained midwifery workforce that is comfortable with and skilled in 
caring for women in out-of-hospital settings. In an article published in The 
Lancet in 2014, Homer et al. reported that approximately 83% of all 
maternal deaths, stillbirths, and neonatal deaths worldwide could be 
prevented through the broad-scale integration of trained midwives into 
healthcare systems. Furthermore, these improvements are to be observed 
in integrated healthcare systems that offer tiered referrals based on risk 
level, removing specialists such as obstetricians, from the primary care of 
women presenting with low-risk pregnancies.(209) Experts are projecting 
a significant shortage of trained obstetricians in the US,(210) coupled with 
increasing demands for a high-value, high-quality health care delivery 
system. The lower societal costs associated with training midwives, who 
are fully equipped with the skills necessary to provide care to the vast 
majority of pregnant women presenting with low-risk pregnancies, may be 
considered a solid justification for investing in scale up efforts to increase 
the midwifery workforce in the US. Ensuring that the future midwifery 
workforce is much larger and also adept at delivering care within the 
currently underutilized freestanding birth center model is worthy of 
consideration and supported by findings from the present study.  Training 
in freestanding birth centers does not have to be relegated to midwifery 
programs alone. As described in the book “Freestanding Birth Centers: 




at Wichita has integrated birth center care into its obstetrical medicine 
training curriculum, as well, by placing its residents in a freestanding birth 
center managed by a second-year medical resident. This inter-
professional education strategy allows them to socialize future obstetrical 
providers to the midwifery-led birth center model and to encourage them 
to become more supportive of its contributions to high quality, high-value, 
integrated maternity care.(211) 
 Integrate birth center management training into midwifery curricula. The 
use of clinical simulations for birth center professionals training has been 
recommended as a strategy to help grow a midwifery workforce that is 
skilled in birth center specific clinical decision-making.(212) Key 
informants from the sites participating in the present study shared an 
overarching lack of business/administrative training received during their 
midwifery education, negatively impacting their own career trajectory and 
experience. While it is advisable that the administrative duties of a 
freestanding birth center are shared with staff members with expertise in 
such administrative competencies, future clinical directors of midwifery 
can also benefit from seeking training in birth center management skills. 
To more effectively prepare future clinical directors and birth center 
administrators, midwifery training programs should seek to strengthen 
students’ preparation in administration-related competencies. One 




recently begun requiring all of its nurse midwifery students take the “How 
to start a birth center” workshop facilitated by the American Association of 
Birth Centers (AABC). Scaling up the integration of this (or similar) 
modules into midwifery training is advisable. Additionally, birth-center 
specific case-based learning modules could be integrated into midwifery 
education curricula to include, among others:  
o Entrepreneurship and business planning 
o Leadership skills  
o Developing and sustaining community partnerships 
o Advocacy and government affairs,  
o Staff recruitment, retention, and management, 
o Financial management, 
o Diversity and inclusion, 
o Crisis management and public relations, 
o Marketing and promotion    
o Program monitoring and evaluation 
o Quality Improvement (QI) methodologies   
 Support non-FQHC birth centers to establish well-structured midwifery and 
nursing fellowship programs that can help to competitively attract diverse 
providers who are committed to developing a career serving the 
gynecological and maternity care needs of low-SES populations. In the 




non-profit birth centers focused on expanding equitable access and 
utilization of birth center care could benefit from ensuring their access to 
the technical and financial support provided by government-administered 
programs similar to the National Health Service Corps to help attract 
skilled nursing and midwifery workforce committed to “underserved 




 While midwifery care and freestanding birth centers are not a new 
concept, their careful integration into healthcare systems such as FQHCs 
could be considered a disruptive innovation. With only 5 FQHC-integrated 
FSBCs in the U.S. at the time of this writing, opportunities abound to 
increase the prevalence of FQHC-based FSBCs across communities 
nationwide. It is plausible that FQHC administrators and providers may not 
be adequately aware and informed about the potential role that FSBCs 
integration may have in helping FQHCs further achieve the Triple Aim, 
while radically and positively transforming how maternity care is delivered 
in their respective communities. It is therefore recommended that efforts 
be undertaken to systematically increase awareness, heighten 
acceptability, drive institutional demand, and ensure adequate technical 
assistance, guidance, and incentives to ensure successful adoption and 




 Optimize reimbursement levels to appropriately reimburse the cost of care 
provided by midwives and birth centers serving high proportions of 
publicly-insured women. Challenges tied to inadequate reimbursements 
continue to threaten the sustainability of birth centers, despite the 
markedly improved outcomes and long-term costs savings tied to reduced 
rates of costly and often detrimental intrapartum care interventions such 
as inductions, augmentation, and operative deliveries. Underlying the 
rationale for this study is the argument that midwifery-led birth center care 
is a grossly underutilized innovative solution to the costly and inadequate 
U.S. maternity care system. The financial sustainability of FSBCs is a key 
requirement for their continued and increasing role in improving maternity 
care in the US. As such, FSBCs should actively seek, and be sought out, 
to partner with HMOs, MCOs and commercial insurers to establish and/or 
become integrated into value-based payment structures that can support 
and incentivize the safe reduction of unnecessary intrapartum care 
interventions, while promoting enhanced patient care satisfaction and the 
short- and long-term holistic health outcomes of mothers and their infants.    
 Establish structured systems for FQHC-administered birth centers to be 
able to share strategies and best practices, examine micro- and macro-
level challenges, and inform relevant AABC advocacy efforts tied to 
increasing equitable access to midwifery-led birth center care. Key 




Formally coordinating a peer network for FQHC-integrated birth centers 
could help accelerate the adoption of effective strategies utilized to 
overcome common challenges. 
Consumer Education 
 Recent concerns with the increasing maternal morbidity and mortality 
rates in the United States have gained greater visibility in the mass media, 
generating increasing collective dismay, and broader interest in improving 
maternal health and reducing perinatal health disparities. In a culture where 
hospital-based care and medical technological advances are predominantly 
associated with the concept of increased safety and improved outcomes, 
particular attention should be paid to the framing used in consumer education 
and messaging around pregnancy, birth, the crisis of the U.S. maternity care 
system, and available options of care. The messaging about pregnancy-
associated deaths should be carefully crafted to ensure the public’s clarity and 
understanding of how the over-medicalization of childbirth, paired with the 
underutilization of high-quality enhanced models of care such as midwifery-led 
birth center care, may be partly responsible for the iatrogenic effects engendered 
by the overutilization of interventions such as inductions, augmentations, and 
cesarean birth and the inadequate focus on pre/interconception health and 





 Broad system-changes at the macro-level may be most effective at 
impacting population health and hold the potential of exponentially transforming 
maternity care in the U.S. That said, opportunities exist to incrementally 
strengthen the development and sustainability of midwifery-led birth centers at 
the local community and institutional level. A particular focus on equitable access 
and utilization must remain front and center. 
 Below are selected recommendations specifically geared towards birth 
centers seeking to sustainably expand equitable access to and utilization of birth 
center care. 
 Strategically implement efforts to optimize payer contracts, billing, and 
reimbursement processes and workflow. Birth centers integrated into 
larger, multi-service organizations such an FQHC, must anticipate 
challenges tied to the sharing of a financial services department.  For 
example, newly integrated birth centers must anticipate potential 
challenges tied to billing for “inpatient services” while being integrated into 
an “ambulatory care” setting, that medical billers and financial department 
staff may not be familiar with. Overlooking these potential contractual gaps 
may result in a significant delay in payments and threaten the center’s 
ability to sustain its operations during the early months and years since 




consider effective ways to educate medical billers and staff tasked with 
negotiating insurance contracts, to ensure a comprehensive 
understanding of the model of care provided to maximize the 
reimbursements received (i.e. home visits, education provided during 
encounters, cost savings due to lower intervention rates)        
 Consider implementing a dual-site midwifery service model that extends 
midwives’ ability to care for mothers giving birth at the collaborating 
hospital, in addition to the onsite birth center. This dual-site midwifery 
service model was observed to be beneficial for a number of reasons. It 
was discussed as a benefit for new birth centers that are waiting for state 
regulations to be finalized and/or licensing applications to be approved 
prior to being able to begin attending births onsite. In these cases, FSBC 
midwives with admitting privileges at a referral hospital may begin building 
a patient base within the community served and continue generating 
revenue while waiting for the appropriate permits to be obtained. The dual-
site midwifery service model, can also serve to attract maternity care 
patients who are uncertain about their birth setting preference, but are 
interested in exploring birth center care and midwifery care. These 
patients are in most cases retained by the practice (and the larger health 
care organization), even when a hospital birth is ultimately preferred or 
required due to increased assessed risk. Patient retention, in these cases, 




in terms of ensuring that patients are able to continue receiving their 
preferred care with minimized fragmentation and increased opportunity for 
safe and satisfying co-management, where needed, and without undue 
burden experienced by the mother. Additionally, when midwifery staff is 
closely integrated into the referral hospital’s labor and delivery unit, key 
informants report more positive experiences in terms of hospital transfers, 
co-management of care, greater agreement around established safety 
protocols, and improved inter-professional trust and communication during 
the intrapartum care episode. Key informants also reported that close 
integration of birth center staff with hospital-based leadership and 
providers translated into greater willingness on the part of hospital 
physicians to advocate for the birth center and its midwives, if and when 
needed. It is advisable that FSBCs seeking to serve a population that is 
less likely to use birth center care, be set up in a way that can maximize 
the population’s exposure to midwifery-led birth center care, while 
optimally caring for their increased risk level in whichever setting is best 
suited to their needs. Dual-site midwifery service models are therefore 
recommended.   
 Invest in dedicated development staff to support fundraising efforts and 
birth center development. Since primary data collection activities occurred 
in Summer 2017, contacts at Site 1 and 2 have communicated 




continued organizational support on the part of the larger FQHC 
organizations under which they operate. That said, investing in dedicated 
fundraising capacity of birth centers can only enhance their ability to 
achieve and maintain fiscal stability, while larger systemic issues of 
revenue cycle optimization are solved at the FQHC level, as well as at the 
state and federal legislative/regulatory levels. Furthermore, many key 
informants raised the issue of low levels of knowledge and education 
about maternity care options such as midwifery-led birth center care, 
among local under-resourced populations of color. Birth centers may also 
consider raising funds specifically targeted towards supporting the 
development and implementation of focused outreach and education 
efforts. These efforts can serve a two-fold purpose: 1) to improve the 
knowledge held by children and young adults about preconception health, 
maternity care options, pregnancy and reproductive health, and 
breastfeeding, and 2) to increase awareness about and demand for the 
safe, high-quality, high value, family-centered care and services provided 
by the birth center and its midwifery staff. 
 If embedded in a large multi-service organization, such an FQHC, partner 
with administrators to carefully explore, anticipate, and mitigate 
unintended consequences tied to the potential existence of competing 
organizational priorities. Such competing priorities may be unintentionally 




an already existing and fully functioning system of care (e.g. introducing 
midwifery-led birth center care alongside already existing family medicine 
residency program requiring a minimum number of “continuity patients”). 
This process may require creative and disruptive changes impacting 
common policies and procedures. For example, all pregnant patients may 
be assigned to the midwifery care service upon entry to care, and only 
upon identification of higher levels of risk, necessitating specialty care 
and/or co-management, would they be referred to in-house obstetricians 
and other relevant clinicians. Additionally, locations where family medicine 
training programs exist, strategies could be implemented to integrate 
family medicine residents into birth center care models to support 
residents as they seek to meet continuity of care requirements, while also 
ensuring that low-risk pregnant women are able to receive the desired and 
most appropriate care. Finally, another example of potential competing 
priorities that organizations should anticipate when integrating these two 
different models of care, is the observed tension between meeting clinic 
productivity requirements and maintaining the time-intensive, education-
heavy, relationship-based midwifery model of care. Strategies can be 
implemented to safeguard this beneficial model of care without sacrificing 
productivity. One recommended strategy is the effective implementation of 




 Consider innovative and collaborative ways to increase awareness of and 
demand for their services.  Study sites spoke of the value of partnering 
with community-based organizations serving the priority population. 
Partnerships can take many forms, including lending the birth center 
space to relevant community groups (i.e. local black breastfeeding 
support, local black nurses association) on an ongoing basis, participating 
in local relevant maternal and child health task forces and coalitions, 
developing referral relationships with relevant agencies and community 
programs (i.e. pregnant and parenting teen support programs, refugee 
resettlement agencies, social services organizations, community doula 
programs), educating local leaders who are known to be committed to 
achieving health equity and optimizing health care systems, and becoming 
an integrated part of the collaborating hospital’s maternity care unit to 
ensure continued authentic collaborative care and, when appropriate, 
“internal” referrals. Additionally, in geographic locations where midwifery-
led birth center care exists, Managed Care Organizations (MCOs) could 
be recruited to become partners in reaching women of childbearing ages 
and pregnant patients to educate them about the array of options that are 
covered and available to members seeking high-quality, high-value 
services related to pre-/interconception health, gynecological care, and 
maternity care. Finally, as word of mouth and peer influences continue to 




care provided at the birth centers studied, birth centers may consider 
innovative ways to capitalize on mothers’ positive experiences, by 
elevating their voices in service to childbearing families in the local 
community (i.e. engaging “ambassador women and their families” to be 
featured in social marketing campaigns, documentaries, online forums, 
media campaigns, mentoring programs, community-based doula 
programs).   
 Integration into an FQHC or incorporating as a nonprofit practice are not, 
in and of themselves, the key to ensuring utilization by a diverse clientele. 
More focused efforts are needed to ensure an inclusive environment that 
is welcoming and embracing of diverse families, who might not directly 
identify with midwifery and birth center care as an attractive option for their 
maternity care needs. Building an inclusive and welcoming organization 
takes time, deliberate efforts, and lots of internal examination. While 
recruiting, hiring, and retaining diverse staff is important, diversity and 
inclusion efforts must extend beyond front line staff roles. Practices 
committed to racial/ethnic representation must recruit and retain diverse 
clinical providers, as well as diverse administrators and leaders in order to 
substantially accelerate their journeys towards serving high proportions of 
publicly insured women of color. Additionally, organizational policies and 
culture must reflect cultural awareness and willingness to implement 




racism and micro-aggressions from dominant culture clients and 
colleagues aimed towards staff of color, devising processes that allow for 
providers to see walk-in and late clients without judgement and stigma).  
 Dismantling racism in the surrounding local community is also important 
for staff retention, to guard against “brain drain/ exodus of professionals of 
color,” as well as to improve the overall health and wellbeing of local 
populations of color. This task is, understandably, a much larger issue that 
requires dedicated commitment from different stakeholders and a 
community-informed examination of long-standing detrimental policies and 
practices that contribute to institutionalized and interpersonal racism. Birth 
center staff may have a role to play in their local communities, as experts 
on how toxic stress experienced throughout the life course might impact 
health outcomes, as visible leaders committed to improving perinatal 
health outcomes, and as champions of respectful patient-centered 
relationship-based care that may help mitigate the effects of racism on the 
health and wellbeing of families of childbearing ages. Being actively 
engaged in these important local efforts may also help strengthen key 
organizational partnerships, as well as community awareness and 
perceptions of the birth center itself. 
In conclusion, midwifery-led birth center care can improve the experience 
and outcomes of maternity care among U.S. publicly insured women of color. 




common approaches to overcome these organizational, financial, and cultural 
barriers, resulting in greater, yet still fragile, access to family-centered 
intrapartum care within the communities in which these FSBCs operate. The 
careful integration of FSBCs into health care systems such as FQHCs can 
contribute to the broad scale-up of this underutilized model of care across the 
country. That said, expanding equitable access to high quality, high-value family-
centered models of maternity care, such as midwifery-led freestanding birth 
centers, requires additional deliberate processes and strategies to ensure 
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